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Abstract
This portfolio contains work which was submitted as part of the practitioner Doctorate 
(PsychD) in psychotherapeutic and counselling psychology at the University of 
Surrey. It comprises of three dossiers which reflect the three aspects of the training 
course; academic, therapeutic and research works.
The academic dossier contains two essays. The first an essay focusing on how the 
understanding of attachment experiences is important to the practice of 
psychodynamic psychotherapy, and counselling psychology. The second essay 
presents the implications of homework assignments for the process and therapeutic 
relationship within a cognitive behavioural framework.
The therapeutic dossier reflects years two and three of the training course and contains 
brief placement descriptions of my psychodynamic and cognitive behavioural clinical 
placements. The dossier also contains a final clinical paper which includes reflections 
of my personal and professional training in counselling psychology across a period of 
six years.
The research dossier contains three pieces of work completed over the last three years 
of training. The first a literature review which explores the psychological impact of 
hair loss on self image and identity in women who have experienced chemotherapy 
treatment for breast cancer. It offers a discussion on how psychotherapeutic 
interventions which leave out the body and touch could be incorporated with touch 
therapies namely massage to provide a more holistic intervention for individuals with 
this chronic illness which may implicate the body. The second is a research project 
exploring women’s experiences of hair loss as a result of treatment for breast cancer 
and their use of mind and body interventions. This was a qualitative project using 
Interpretative phenomenological analysis. The third piece of work is also a qualitative 
research project focusing on how psychotherapists of varying orientations and who 
have chronic health condition manage their own health status when working 
psychotherapeutically with clients.
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Introduction to this portfolio
Welcome to my portfolio
This volume is representative of three years work at Surrey University where I 
continued and completed my training as a counselling Psychologist.
My experience doing this doctoral training has taken six years. Not my intention, but 
as a result of life’s unpredictability where the best laid plans never quite go according 
to plan and where the journey takes quite unexpected detours. Personal growth and 
change has come at some cost. When I set sail six years ago I had a plan, a map and a 
compass. Part way through it I was forced to throw away the plan, the map and the 
compass and allow the journey of life to unfold and my developmental experiences 
and professional progress to emerge organically.
Prior to coming to Surrey University I began a masters degree training in counselling 
psychology for one year this was followed by transferring to the doctorate course at 
another institution for another year making two years in total. Due to unforeseen 
circumstances I had to put my academic and research training plans on hold but 
continued with clinical practice for another year. I resumed my training at Surrey 
after being awarded a post graduate certificate in counselling psychology. This
portfolio therefore represents years two and three of the doctorate course at Surrey
/
University covering academic, clinical and research work submitted as a requirement 
for the completion of the practitioner doctorate in psychotherapeutic and counselling 
psychology.
Before I introduce you to the contents of the portfolio I would like to tell you 
something about myself so that you have some insight into who I am and how I came 
to be here. And in essence what experiences contributed to my desire to pursue 
psychology in the first instance followed quickly by developing a desire to become a 
counselling psychologist quite late in life. I think I could be described as a maturing 
mature student. I think this refers to age rather than wisdom!
Me, Myself and I
As a child I was what was called in Britain a Tatch key kid’. In case you don’t know 
what a latch key kid is I will explain. Once upon a time when life outside the home in 
Britain was considered ‘safe’ children would go and play outside moving some way 
from home to explore their environment and spend time ‘being mischievous’. Latch 
key kids were usually pretty street wise as it goes. Kids were given door keys to 
ensure they could get back into their homes which by the way was usually an empty 
home. This sounds somehow idyllic if you are a child. Being able to go where you 
like without limits; being able to play to your hearts content. There was though a 
more implicit meaning to this phrase which had connotations implying that youngsters 
were left to their own devices whilst parents were away at work. With keys placed on 
a piece of string around the neck of the child rather like a collar around the neck of a 
dog to ensure it does not get lost. It wasn’t until I was in personal therapy that I really 
had the opportunity to reflect on and derive meaning of what it was like to be a latch 
key kid and how this experience may have contributed to shaping me as an individual.
Very recently just after my mum passed away and sharing childhood memories with 
my brother which is rare as we lead very different lives, and have until recently not 
reflected together on our past. I was struck by the prominence of this experience for 
him (he too was a latch key kid) and the profound affect it has had which is similar to 
mine and which was so related to and representative of what life and relationships 
were like then. For me this experience had many aspects. It gave me incredible 
freedom to roam and become a free spirit where I could explore my world even 
though it was only within a relatively small world ‘as the crow fly’s’. Sometimes I 
would travel far a field on buses. Blow me down with a feather -  kids just wouldn’t 
do that today I was 6, 7 and 8 years old at the time. Hard to believe I know.
This is where my natural curiosity (some call it just plain nosiness) for people began 
all those years ago. I learned to observe others; watch what they do, watch how they 
went about their day and how they behaved. I would talk to people I thought I could 
trust, get to know and be with them. My parents taught me two things (which were 
relevant to the latch key culture) mum said - wagging her finger -  “don’t talk to 
strangers” and dad taught me very well actually how to cross busy roads. As I lived
very near a large park I would sit and observe or play with other children. ‘Saturday 
morning pictures’ (movies) too was also a great place to observe and develop my 
fascination for ‘people’ and their lives both on and off the screen.
This was as I reflect now also an experience tinged with sadness and pain because 
what was happening and only partially within my awareness at the time was that the 
people I should have been observing, interacting and spending time with were my 
parents who were often physically and emotionally absent. My secure base wasn’t so 
secure. I was bought up in a working class background in London. It wasn’t very 
conventional; my mother was the breadwinner in our family and therefore both my 
parents worked. My mother struggled to be a mother. The political and cultural 
systems around at the time encouraged women to be with their children whilst they 
were growing up and the man of the household was stereotyped as the masculine 
patriarchal figure who sat by the fire reading the newspaper and smoking a pipe after 
returning from his place of work. In my home the old clichés were abound, for 
example -  ‘children should be seen and not heard’ and ‘don’t speak unless you are 
spoken to’. However my parents worked hard and there was strict discipline. So for 
me getting out and about was an escape from rules and the occasional flying hand. I 
was probably one of the first kids in Britain to have a childminder whom I loved 
dearly and had the great fortune to have supportive and loving great aunts who taught 
me so much about the preciousness of loving relationships although I did not 
appreciate it at the time.
So in my childhood although I was developing a sense of curiosity and fascination, a 
sense of independence and freedom my interpersonal relationships with the most 
significant others was lacking at times. I learned to keep out of the way, be compliant 
and avoid disapproval. Somewhere in my psyche I also learned the importance of 
relationships. Like most things in life I learned from my experiences good and not so 
good but mostly with experience comes understanding, knowledge and the capacity to 
think with the head and love from the heart. These kinds of memories make me 
realise how past experience impact adulthood. However they can also be a very 
fruitful way of developing an understanding of what it is to be human. It is often 
painful human experiences which give the most potential for personal growth.
However the damage and deprivation which gets created are part of the reason I 
believe we have psychotherapy.
These early experiences which formed my fascination of people were developed 
further when I had my own children. I found being a parent one of the best things that 
happened to me and the most difficult, challenging and heart breaking experiences. 
However, I learned so much about child development and adolescence. I also 
discovered what it was like to be so responsible for another human being who was so 
dependent, especially when I look back now and perceive that I was not much more 
than a child myself when I became a mother at 21.
My second son was bom prematurely. He had a delayed development and learning 
difficulties. And, like so many pre term babies went on to develop behavioural 
problems which were so hard to cope with as a parent. Although times were difficult I 
knew there was something not quite right. I had a child who was incredibly loving 
and passionate and an absolute survivor. That was when I learned about child 
development in search of answers. When he and I reflect back on that time he is 
happy to admit he probably had and perhaps has ADHD. At the time I suspected this 
was the case but did not want him to be pathologised, stigmatised and labelled. But it 
was an education. And my interest in psychological development flourished. Now 
my children are adults themselves and I have had the opportunity to see life grow 
from prenatal, cradle to empty nest and experienced the developmental processes 
which take place with infants which has been a valuable learning experience for me. 
And, as Bill Clinton once said ''it's the relationship- stupid'. I have learned to grow 
up alongside my children and therefore have been able to experience the importance 
of self and other and the relationship. Although I was a full time mother I was also 
able to work in various fields as they were growing up, firstly with children in a 
nursery setting and then with young people and youth work amongst others.
All grown up
Deciding to pursue psychology as a subject was bom from a natural desire to know
more about not only others but about myself. Its like all my stories long.............. so I
won’t bore you but suffice to say I went back into education for me. My desire to
understand more about who we are as humans and make sense of who I am bought out 
my seeking spirit. After returning to education and completing a higher education 
course which included psychology, biology and health; also a training in therapeutic 
massage, I completed a degree at the age of 42. I chose psychology and counselling 
and it was at that time I felt I had found my niche. And, what sealed to deal into 
counselling psychology was the introduction to existentialism and phenomenology. 
Obviously because the degree had a counselling element I learned about many 
different theoretical and therapeutic frameworks to counselling and psychotherapy. 
And although there was no practical element it laid the foundations for my future post 
graduate training. My feeling was that counselling psychology had aspects to it that 
dovetailed with my own beliefs as a Buddhist, life experiences and future aspirations.
The Portfolio
In the academic section of the portfolio are two essays representative of the second 
and third year of training at Surrey University.
The first is an essay entitled ‘How is the understanding of early attachment 
experiences important to the practice of psychodynamic psychotherapy and 
counselling psychology?’ carried out in my second year of training and focuses on 
concepts of attachment theory within a framework of counselling psychology 
including working with attachment patterns in both client and therapist, the 
therapeutic relationship, and concepts such as mentalisation and of the wounded 
healer. It reflects my interest in attachment approaches to psychotherapy and the 
therapeutic relationship within it.
The second essay entitled ‘what is the role of homework in Cognitive Behavioural 
therapy and what are the implications of it on the therapeutic process and 
relationship’. This focuses on second wave CBT and issues around homework 
assignments. I completed this piece of work in the early part of the third year. My 
reason for choosing this subject was to better understand this model of CBT which 
was predominately used in my placement and the problematic issues with regard to 
assignment completion in between sessions. The client groups I have been working 
with and the presenting problems often conflicted with this kind of intervention in the
process of therapy. Again I included the therapeutic relationship for discussion 
because I view it as the centre of therapeutic practice and was interested in how the 
relationship is implicated in CBT and how the therapy continues outside the therapy 
hour. In my experience of this I found clients frequently have difficulty motivating 
themselves, avoid it as safety behaviour or do not see it as a priority preferring instead 
to use the time in the session to explore and reflect on their thoughts and behaviour. 
Where individuals like to do assignments in between sessions I have not been able to 
see evidence of better outcomes or more rapid results.
The therapeutic practice section presents information, clinical experiences and activity 
carried out over three years and two placements. The first was an NHS secondary 
care psychotherapy service working with adult complex cases. My experiences at this 
placement lasted two years of psychodynamic psychotherapy and Cognitive 
Analytical Therapy. The second placement was a placement in two services within a 
hospital setting. The first a specialist service for adults with a diagnosis of Chronic 
Fatigue Syndrome (CFS) and/or Myalgic Enchephalomyelitis (ME). The second, a 
sexual health service for adults with sexual problems and sexually transmitted 
infections. Both of these services are part of the infection and immunity department 
and work within the Biopsychosocial model to conceptualise patient’s problems using 
Cognitive Behavioural and integrated psychotherapy interventions.
This section also includes my final clinical paper entitled ‘The three kinds of treasure’. 
This paper includes reflections of my therapeutic practice experience as a whole over 
the course of 6 years.
The research section begins with a literature review entitled: ‘The impact of changes 
to body image and self concept in women who have experienced chemotherapy 
induced alopecia following breast cancer and the impact of body therapies.’ This 
review was completed whilst I was having treatment for breast cancer after I was 
diagnosed in 2009. It mainly focuses on the breast cancer experience of hair loss and 
the impact of it on self image and identity. It goes on to explore therapies which may 
be used which involve the use of touch. It argues that psychotherapeutic interventions 
often discount the body and limit touch and that body psychotherapies such as 
massage may be integrated to form a more holistic view of interventions when there is
a physical problem which may challenge personal identity. I used a physical illness 
such as cancer to develop my understanding of it as a patient and as a psychologist. I 
was also aware that massage is the most used therapy intervention for breast cancer 
patients over and above psychotherapeutic interventions and I wanted to explore this.
What follows are two research reports. One entitled:’ humpty dumpty and the 
elephant in the room’ is a qualitative research topic using IPA of women’s 
experiences of alopecia following chemotherapy treatment and the use of integrated 
mind and body therapeutic interventions when they have had a diagnosis of breast 
cancer. This study was carried out in the second half of the second year and develops 
ideas from the literature review. The focus is on firstly women’s experiences of hair 
loss and secondly on their use of interventions such as psychotherapy and one touch 
therapy namely massage.
The other report entitled: ‘minding the body: Psychotherapists management of their 
own health status whilst working therapeutically with clients. Completed in my final 
year this research focused on a grounded theory approach to finding out how 
therapist’s who have a chronic disease and/or physical illness manage their own health 
status whilst working psychotherapeutically with clients. It covers issues of disclosure 
in both therapeutic and supervision settings and highlights the difficulties of 
participants positioning themselves to address a health condition and placing the client 
at the centre of clinical practice. In addition this report also shines a light on issues 
that arise in the process of therapy and implication for the therapeutic relationship.
This portfolio is representative of just a slice of the sum total of my training towards 
the professional qualification of counseling psychology. However with my own 
significant life events in the last three year, firstly a diagnosis of breast cancer 
followed by my mother’ death has made it the most difficult part of the entire training. 
There have been times when I have struggled physically from exhaustion and fatigue 
but I did not once ever think of giving up. My determination not only to finish but to 
develop as a person and learn from my experiences has actually helped to reflect more 
on my clinical work and the clients and patients that seek help. The emotional 
investment has been huge but I do not regret a single moment. I believe my own
experiences will serve to enable me to become a more rounded counseling psychology 
practitioner. I hope you enjoy the read.
The Academic Dossier
Introduction to the Academic Dossier
The academic dossier comprises of two theoretical essays completed over the course 
of training. As I did the second year over two years this first essay was carried out in 
the early half of the second year and is on the subject of attachment from a 
psychodynamic and counselling psychology perspective. The second essay was 
carried out in the third year of training and focuses on homework assignments in 
second wave cognitive behaviour therapy.
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How is an understanding of early attachment experiences important to the 
practice of psychodynamic psychotherapy and counselling psychology?
In this essay I will describe and define the concepts of attachment theory within the 
framework of counselling psychology and psychotherapy. To understand its place in 
practice this essay attempts to bring together evidence from developmental research 
findings and psychoanalytic literature and offer a view of how practice could be 
attuned to an attachment context and what implications may arise.
Counselling psychology is rooted in a human science approach and humanistic 
psychology. It has also been associated with existential-phenomenological thought 
and is concerned with an individual’s subjective experience and meaning, the human 
being as holistic; self and others as a process in relation. In practice it is concerned 
with the integration of psychological theory, research and practice. Psychotherapy, 
on the other hand, is a term used traditionally for the practice of psychological 
therapies, using theoretical perspectives on ‘maladaptive’ behaviour. It has in the past 
been associated with a more ‘clinical’ ‘medical model’ where notions of ‘pathology’ 
are used concurrently with ‘patient’ (Sarason & Sarason 2005). Although these two 
have developed epistemologically differently and separately (Woolfe, Dryden & 
Strawbridge 2003) there is a commitment within British psychology in general and 
counselling psychology in particular to embrace the major traditions and therefore the 
practice of counselling psychology has an integrated systems approach incorporating 
psychodynamic, cognitive behavioural and humanistic -  existential approaches. A 
psychodynamic approach has evolved principally from psychoanalytic theories which 
at their core emphasise the importance of early interpersonal experience of the 
individual and its impact on subsequent development of personality and further causes 
of psychological difficulties or ‘psychopathology’. In practice, the present is 
understood in the light of the past. This promotes an understanding and awareness of 
the development of ‘self in relation to ‘others’, reflecting on development from 
childhood through to adulthood and the processes which have been communicated to 
individuals during that time. It uses unconscious communication to engender the inner 
world of the client in relation to personality and developmental processes that may 
still exist and contribute to the origins and nature of the client’s difficulties. Early
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attachment relationships then are significant to and relevant for the practice of 
psychotherapy and counselling psychology as they encapsulate a ‘relational’ position.
There is established research evidence that the ‘Therapeutic Relationship’ is the ‘non­
specific’ factor that enhances positive outcomes in therapy (Aebi cited in Spinelli 
1997), and, it is “a consequence of an internalisation of the interactive process 
between patient and therapist” (Loewald, cited in Buckley, 1996). In addition it is the 
‘quality’ of that relationship and the therapist’s ability to tune into the client’s “central 
affective states” which has been found to lead to successfiil results. (Lindon cited in St 
Clair & Wigren 2004).
Lifespan Developmental Psychology has been defined as being concerned with 
“description, explanation and modification of developmental processes” which take 
place in the course of a human life. (Annual Review of Psychology 1980 cited in 
Sugarman 2004). However, this definition has undergone a shift in recent years and it 
is now regarded as more of a fi*amework for exploring an individual’s unique ‘life 
course’ and ‘life stories’ (McAdams 2005). ‘Themes’ rather than ‘stages’ have taken 
over as ways of explaining life span development and life course processes with an 
emphasis on continuation, turning points, tipping points (Gladwell 2002) and narrative 
(McAdams 2001). Development has become synonymous with growth potential and 
life long processes. These processes involve losses as well as gains, leaving the past 
behind and formulating a transition or transformation toward a wide ranging array of 
new possibilities. Lifespan Developmental concepts in relation to psychology provide 
Counselling Psychologists with “a fi*amework in which to locate their practice” 
(Lopez 1996). Therefore development is considered not a static state of life but one 
which is in a constant state of flux and is adaptable and reality is seen as constructed 
subjectively through relationships.
Attachment Theory (AT) was originally developed by Bowlby (1969). It is a theory 
of human development based on the enduring effects of child and primary caregivers’ 
(namely significant other’s i.e. parent’s) affectional emotional bonds early on in a 
child’s life. These innate bonds are designed to keep caregivers and young children in 
close proximity. Bowlby argued that early attachment bonds create an ‘Internal 
Working Model’ which he described as individual schemas which provide perceived
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rules for feelings and behaviour of both self and other. These perceptual rules guide 
the individual in the formation of relationships with others throughout life. This leads 
to ‘patterns’ of functioning which are naturally repeated in everyday life. Bowlby 
suggested that ‘working models’ become resistant to change and become dominant 
structural entities, affecting interpersonal styles of interaction. This in turn informs 
behaviour. The individual has expectations and beliefs of self and others. This is 
reminiscent of the earlier theoretical thinking of Freud (1986). He proposed that 
individuals have a ‘compulsion to repeat’ whereby patients have ‘repressed material’ 
within the unconscious which relates to the past and is manifest in the ‘transference’ 
experience of the patient and would be an indication of the repressed material. In 
terms of therapeutic practice the ‘transferential relationship’ (Clarkson 1995) is used 
to examine and work through past relationships in the present; to bring to light 
unconscious thoughts and feelings and correct distorted beliefs. The therapist could be 
termed the ‘significant other’ who is used as a mirror to display, relate, convey and 
encourage the client to reactivate developmental tendencies which are manifested in 
the transferences. Kohut (1985) identified in the therapy process the developmentally 
needed and reparative relationship as a focus. He proposed that the process of 
working with the transference and ‘empathie attunement’ by the therapist would 
enable the client to re-experience and repair traumas of childhood and rediscover the 
child within the adult and heal the wounds of the past. Sable (1992) proposed that 
attachment experiences are imposed onto the therapist in the transference and can 
therefore be used to examine and understand distorted working models.
Studies led by Ainsworth, Blehar, Waters, and Wall (1978) revealed that there are 
three basic ‘patterns’ or ‘styles’ of attachment. Later studies introduced a fourth 
(Bartholomew & Horowitz 1991). Ainsworth’s ‘Strange Situation’ experiment 
(Smith, Cowie & Blades 2004) gathered information by observations of interactions 
between caregivers/parents, strangers and young children on separation and reunion. 
Patterns of behaviour emerged and have been described as ‘secure’ or ‘insecure 
anxious-ambivalent’ and ‘insecure anxious-avoidant’. The fourth pattern was termed 
‘insecure disorganised-disorientated’. Where an attachment bond is secure there are 
comforting emotional and physical responses from the caregiver to the child. 
Although the child displays some anxiety on separation they are soon comforted when 
reunited with their significant other. On the other hand insecure attachment bonds
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lead to patterns which are either avoidant; unresponsive and emotionally unavailable 
or ambivalent; inconsistent and uncertain. Although the body of evidence over time 
has given good validation for indicating the quality of mother-child relationship the 
support for its use with other caregivers is not consistent (Goldberg 2005). Goldberg 
suggests there are limits to its suitability in assessing changes in the ‘attachment 
system’ and understanding different cultural circumstances (Cole 1998 cited in Smith 
et al 2004).
The adult attachment inventory (AAI) (Main, Kaplan & Cassidy 1985) is a tool to 
measure and capture a picture of what happened in the childhood of the adult and how 
the adult has evaluated that experience. It focuses on the history, memories and 
evaluations of primary relationships and modes of mental function. In addition it 
looks at the impact of loss and other traumatic events and life circumstances on 
development of current personality structure. It is seen as eliciting a ‘rich and 
detailed’ image of the subject’s state of mind (Goldberg 2005). This inventory is not 
used regularly in individual (especially with short term therapy in mind) 
psychotherapy assessments or formulations and therefore remains only an abstract tool 
used for the purposes of research studies and clinical trials and although it is 
considered the ‘gold standard’ measure for adult attachment styles (Goldberg 2000) it 
has been criticised (Goldberg 2000) as being time consuming to carry out with 
particular training needed in order to accomplish its aims.
Cicchetti, Toth & Lynch (1994, cited in Del Carmen & Huffman 1996) state that the 
concepts of AT have expanded into tools to provide an understanding of relationship 
functioning through the lifespan; furthermore, they suggest that AT has ‘relatively 
robust’ and ‘relevant’ clinical findings. Attachment behaviour is believed to be 
transmitted from parent to child in an ‘unconscious and thus unintentional repetition 
of maladaptive patterns of parenting across the generations’ (Fraiberg, Adelson & 
Shapiro (1975). It has been the focus of research which suggests insecure attachment 
patterns to be predictors of psychological disorders such as depression (Bowlby 1977 
Gerhardt 2004), and psychopathology (Del Carmen 1996; Gerhardt 2004) agoraphobia 
and eating disorders (Bowlby 1977) and to be associated with suicidal tendencies 
(Gormley 2004). Particular focus has been on the predictors of insecure- 
disorganised/detached styles of relating to narcissistic, histrionic and borderline
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personality disorders (Saracen & Saracen 2005; Sable 1997). These individuals are 
unaware of ‘affectional feelings’ (Sable 1997) and possibly memories have been lost 
into the unconscious. The personal histories of these people include long separations 
and permanent losses, trauma, emotional and physical abuse. It is suggested, 
therefore, that there could be great benefits for psychodynamic practice- especially for 
assessments, formulations and treatment plans - to ascertain attachment styles through 
the application of tools like AAI in order to reveal current working models of clients, 
to establish some degree of relationship function and developmental status both in 
individual and family therapy. But on the other hand the implication for the holistic 
counselling psychologist would be that the notion of ‘doing’ rather than ‘being’ could 
be at odds with this. And although developmental processes may have become 
entrenched within the personality structure as a result of early attachment experiences 
with carers, it is possible that other factors also have significance such as the 
importance in a child’s life of ‘friendships’ (Hartup 1996), influences of school, 
community, peer and sibling associations (Rutter 2000 cited in Smith et al 2004). 
Indeed, studies of resilience and competence show that children are resourceful 
regardless of background (Smith et al 2004). Harris (1998) argues that children’s peer 
groups and traits such as temperament have an influence on development, particularly 
outside the family environment.
Within a framework of attachment and development, Fonagy (2001) employs the 
concepts of ‘mentalisation’ or ‘reflective self function’ defined as a developmental 
process formed in early childhood and of ‘theory of mind’: an ability to understand 
one’s and others’ mental states based on overt behaviour. This says Fonagy is rooted 
in the social world of the family and emotional relationships. Being able to mentalise 
and reflect allows us to perceive and make interpretations of other people’s emotional 
states and is developed according to Fonagy within secure attachment relationships 
and determined by attachment history and affect regulation. Fonagy argues that 
disorders such as ‘borderline personality’ can be treated by improving ‘skills’ and 
learning to establish ‘real’ relationships leading to the ability to develop secure 
attachment styles. The capacity to function in this way makes people’s behaviour 
meaningful. This assumes that all ‘insecures’ have difficulty mentalising. The 
consequences for those clients that do is that within the process and in the relationship 
they may have difficulty relating in this way and unable to be psychologically minded
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or - put another way - be unable to self reflect, and this could prove problematical. 
Clients’ avoidance/dismissiveness may lead to an inability to bond with the therapist, 
missing and breaking appointments etc and having no reliance on the therapist to be 
emotionally available and therefore denying that they need attention and support. On 
the other hand the ambivalent/preoccupied client would convey little internal secure 
base and could overly depend on the therapist.
What goes to the very heart of attachment theories and the practice of psychotherapy 
within counselling psychology is the notion of Tntersubjective Relationships’. Pistole, 
(cited in Trusty, Ng & Watts 2005) has used the concept of ‘caregiving’ as a metaphor 
for the counselling relationship and process and describes the bond of the client as one 
of attachment. What clients may bring to counselling are thoughts, feelings and 
behaviours which reflect prior intersubjective experiences of others in general and 
more importantly significant others in particular. The therapeutic process is one of 
overt and covert responses and reactions (Hill & Corbett 1993). With this in mind it is 
essential that the therapist understands the concepts of transference, 
countertransference and attachment patterns in order to use them in a therapeutic way 
to facilitate the client’s greater awareness. What the therapist can offer the client is a 
secure base in which re-evaluations can be made. Any empathie attunement (Kohut 
1985) which has been absent can be made available in order to explore and navigate a 
more cohesive working model in relation to others. Development and attachment 
concepts could assist a therapist to conceptualise an image of the client when making 
assessments and formulating treatment plans. Furthermore it could guide the 
therapist’s way of thinking about their interventions, interpretations and interpersonal 
stance in a way that would incorporate a ‘reflective’ experiential way of ‘being’ with 
the client rather than relying on the application of skills and techniques to elicit 
change and integration.
However there are implications for the therapist. The first is their own patterns of 
attachment and how these may affect the relationship. Secondly, there is their own 
ability to work with the client’s inner world and be empathically attuned in ways that 
are needed for the client in relation to the capacity for ‘mentalisation’. Thirdly one 
must consider the unconscious processes and motivations of the therapist with regard 
to their work as a counselling psychologist.
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Lopez & Brennan (2000) argue that there has been little research on the effects of 
counsellors’ attachment patterns and the effect on the counselling process. Since 
emotional responses and affect regulation (Schore 2003) are so deeply rooted in 
attachment processes it stands to reason that a therapist would have to have a secure 
pattern in order to respond appropriately. On the other hand there is the notion of the 
‘wounded healer’ (Nouwen 1979; Gagnon 1994; Dunne 2000). This construct 
supports the notion that one’s own wounds from the past are integrated fully into a 
positive and useful compassion and empathy for others. Baldwin (2000 cited in 
Trusty et al 2005) argued that effective therapists have high levels of awareness when 
they have integrated their own wounds of the past. This suggests that effective 
therapists may have experienced ‘insecure’ patterns and more importantly have higher 
levels of empathy to offer their clients. Trusty et al (2005) in their study relating to 
counselling trainees, adult attachment and emotional empathy found that avoidance 
and anxiety “worked together to influence emotional empathy in counselling 
trainees”. They found that high levels of anxiety and low levels of avoidance 
produced the highest levels of empathy. This supports the idea that ‘insecures’ could 
make more effective therapists. On the other hand the secure style has also been 
associated with higher levels of constructive thinking, which is defined as the ability 
to use a range of flexible, reality-based cognitive processes and appraisals when 
dealing with everyday problems (Lopez 1996). Several studies support ‘secures’ 
enhanced capacity to cope with stress and negative emotions (Lopez and Brennan 
2000). There are well documented accounts of therapists’ childhood experiences being 
an influence on their choice of profession (Dunne 2000; Herman 2001) including 
Guntrip’s childhood trauma and Klein’s multiple bereavements (Barnett 2007). 
Barnett’s study of unconscious motivations of those who choose to train as 
counsellors and psychotherapists found that themes of early loss and deprivation and 
narcissistic need were common. She suggests that therapists’ real reasons for 
becoming therapists become understood with maturity and hindsight. All participants 
had suffered various losses with restricted lives as a result of the demands and needs 
of others. Barnett claims that therapists’ “need to be able to acknowledge the client 
in themselves” (19), and suggests that ‘woundedness’ is in some way related to early 
experience of attachment relationships -  which enables the therapist to be more
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insightful of the client’s wounds, so that perhaps personal experience gives meaning 
to suffering.
Fonagy’s (2001) notion of mentalisation capacity has further implications for 
therapists when it comes to their ability to reflect on their internal states and those of 
their clients. Early attachment experiences have been argued by Fonagy to be 
associated with secure relationships with caregivers. Therefore, it would be essential 
for the therapist to reflect on their own processes and awareness; the greatest 
intervention in therapy is that of the therapist. Unconscious processes are elicited 
through the countertransference which the therapist learns to identify and make sense 
of in the here and now relationship with their clients.
Where the therapeutic relationship is concerned, some further points must be taken 
into account as to the assumptions of the therapist. For example, there is generally in 
practice an assumption that the therapist ‘brackets o ff all prior assumptions and 
adopts a neutral stance which is concerned with their client’s frame of reference.
If this is so, the question of inference arises in the situation in which the therapist 
applies attachment theories to make a diagnosis as, for example, ‘insecure’ or 
‘avoidant’ as all the stereotypical traits that supposedly go with that way of being or 
functioning are assumed as a given. This suggests that the therapy may be led by the 
application of adult attachment patterns analysis. Furthermore there is a distinction 
between the therapist as an ‘attachment figure’ in the relationship and the experienced 
childhood attachment relationship in that the former is defined by financial, ethical, 
logistic and temporal boundaries making the relationship less likely to be one 
experienced as parental and more likely to be one in which the other is seen as 
‘stronger and wiser’ and ‘knowing more’!
Spinelli (2006) proposes that the therapist adopts a stance of ‘unknowing’. Spinelli 
reports that in terms of assumptions there is an ‘ethos’ in most psychotherapeutic 
models that individuals can only really embrace relationships and their problems once 
they have found and accepted who they are, rather than a principle where a sense of 
self emerges but a sense of ‘being’ is experienced through the relatedness and the 
therapeutic encounter where self - other awareness is an outcome rather than a
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beginning. With this in mind it is suggested that ‘working models’ are open to 
interpretation and can be altered in some way depending on the intersubjective 
dialogue in therapy. We/reality only emerge in relation to another or and 
interelational way, the subject relating to the object. Therapy is an intersubjective 
contextual phenomenon. Spinelli suggests that we all reshape the past according to 
our current state until it fits what we believe to be true of ourselves. Gladwell (2002) 
cites Zimbardo’s prison experiment, arguing that the situational environment which 
individuals encounter can change their interactional behaviour and outcome. People 
irrespective of their upbringing whether fiom a secure or insecure model can act 
differently depending which fertile ground is presented to them. Counsellors therefore 
would need to understand the context in which working models are deconstructed and 
reconstructed through the narrative and the outcome in practice for the client to be 
able to engage more fully with themselves and their relationships.
Attachment theory, psychodynamic psychotherapy and counselling psychology take a 
relational developmental position in practice and regard early experience as significant 
and relevant. And although there has been an explosion of research into the now 
accepted ‘paradigm’ of attachment theories in developmental psychology, there is no 
framework of clinical application other than using traditional methods of transference 
and countertransference in order to understand and shed light on clients’ relational 
patterns. Therapists could use concepts fiom attachment theory as a framework to 
inform their practice but care needs to be taken when making inferences which call 
into question the neutrality of their stance. For the counselling psychologist it is 
equally important to view all experiences of the client as important and significant and 
be prepared to look at the complex interplay of intersubjectivity and to identify and 
integrate not only other modalities but lifespan aspects of development and ‘self in 
the relationship. Therefore, CPs need to develop their own reflective function and 
continually examine their own abilities with regard to mentalisation in order to 
understand the emotions of others.
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What is the role of Homework in CBT and what are the implications of it on the
therapeutic process and relationship? 
Introduction
This paper outlines the principles of Beck’s Cognitive Behavioural Model of 
psychological therapy and, examines the role of ‘homework’ within this perspective 
and the clinical implications for the process of therapy and the therapeutic 
relationship.
The Cognitive Behavioural Model
The fundamental framework of Cognitive Behavioural Therapy (CBT) is derived from 
an integration of cognitive and behavioural therapy which has developed from the 
respective theories.
The cognitive therapy model developed by Beck (1964) focuses on the identification 
and changing of dysfunctional schemata. The core principles introduce the notion that 
schemata are deep stable cognitive structures that are represented as patterns of 
thought which are reflected in an individuals’ behaviour and emotional responses. 
Thoughts, assumptions and beliefs are developed as ways of perceiving self, others 
and the world based on early experience and guide how people cognitively process 
information and derive meanings. Therefore, emotions and behaviours are influenced 
by perceptions of situations and events based on learned cognitive appraisals. The 
model therefore espouses the idea that distorted and dysfunctional misinterpretations 
or thinking ‘errors’ occur and lead to ‘problem’ development, disrupting ‘normal’ 
cognitive processes (Beck 1964).
Behaviour therapy on the other hand is based on learning theory and has been 
developed by Pavlov, Skinner and others (Lindsay, Skinner, & Soloman 1953:Yates 
1970: Clark 1997) and is based on the assumption that learning is manifested in a 
change in behaviour; the individual’s environment influences behaviour and learning 
is the acquisition of new behaviour through a process of classical and operant 
conditioning.
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This Cognitive Behavioural Model therefore is rooted in these traditions and operates 
within a framework of a four systems model of interaetion within an ‘interacting 
systems principle’ (Westbrook, Kennerley & Kirk 2011) between cognition, 
behaviour, emotions and affective states, namely feelings or somatic physiology.
Cognitions or thoughts can be viewed from three perspectives and operate at three 
levels. Firstly, Negative Automatic Thoughts (NATs) defined as negatively appraised 
streams of thoughts (cognitions) that arise automatically and are processed almost out 
of the conscious awareness of the individual unless particular attention is paid to them. 
These negative cognitions have meaning applied to them based on inner prior 
assumptions and core beliefs. These kinds of thoughts, it is argued, exert power and 
influence over ‘mood’ (Greenberger & Padesky 1995) and are therefore pertinent as a 
focus for therapy. Secondly uniquely formed inner ‘assumptions’ become distorted 
conditional interpretations made about one’s self, others and situations based on core 
beliefs or ‘schemas’ (Young, Klosko & Weisheer, 2003). Thirdly, core beliefs are 
defined as unconscious and as learned from early childhood experiences. And 
although these are viewed as a ‘level of cognition’ they are observable through an 
individual’s thoughts and behaviour in particular situations or as a result of particular 
events and become a relatively stable aspect of the individual’s personality.
Therapy
CBT therefore addresses problems which have developed as a result of distorted core 
beliefs, assumptions and thoughts which have been triggered and result in the 
maintenance of those problems.
In the course of therapy, a central focus is on assessment and formulation of the 
client’s problems and difficulties. The assessment process at the beginning of therapy, 
according to Westbrook et al (2011) is an “active and flexible process of repeatedly 
building and testing hypotheses” (p67). Formulations are considered to be case 
conceptualisations (Beck 1995) of the client and are used to guide the course of 
therapy and contribute to the planning of treatment and the goals for therapy. The 
case conceptualisation of a client is an ongoing proeess which provides a framework 
of understanding to enable the therapist to develop theories of how the client’s
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presenting problems have developed and are being maintained. This evolving 
conceptualisation assists in the planning of effective therapy.
The role ‘homework assignments’ in CBT
The eoncept or ‘construction’ of ‘homework assignments’ is arguably one of the most 
significant interventions in the therapeutic process in CBT. There is substantial 
literature and research with regard to ‘homework’ practices pertaining to the nature, 
role and purpose of homework and the outcome of therapy (Bums & Spangler, 2000; 
Dunn, Morrison & Bentall 2002; Thase & Callan, 2006). Aceording to Beck (1995) 
the therapist seeks to extend a space of cognitive and behaviour change throughout the 
patient’s week to provide them with an opportunity for self-education and in turn self- 
efficacy. It is argued these assignments form an integral part of the course of therapy 
(Beck et al, 1979; Padesky & Greenberger 1995; Westbrook et al, 2011) playing a 
vital part in providing information and feedback with regard to the client’s schemata 
and behaviour. Research findings suggest that homework eompliance has shown to 
get better outcomes in therapy (Schmidt & Woolaway 2000). However, Dryden 
(2009) suggests that homework should be a desirable feature of CBT therapy rather 
than a mandatory one and for those clients who do not want to incorporate homework 
into their therapy need to be made aware that the process will take longer. 
Furthermore the role of these assignments is to engage the client in aetive 
participation (Blackburn & Twaddle 2004) to assist in formulating the precipitating 
and maintaining factors of the clients’ problems, and developing skills and learning 
new experiences which challenge existing assumptions and core beliefs with the aim 
to consolidate learning.
Homework assignments are aimed to be goal directed and task orientated. These 
might include cognitive techniques used to identify, reappraise and review thoughts 
and images related to the client’s problems and the maintenance of their problems. 
Equally they might be made up of behavioural experiments which are planned and are 
part of the formulation to obtain and generate evidence of thoughts, beliefs and 
behaviour or for testing hypothesis and new ways of behaving. Physical techniques 
such as relaxation, and controlled breathing that focus on physiological symptoms 
could be used in anxiety and panic disorders.
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CBT, the therapeutic relationship and the process of therapy
It has been well established that the therapeutic relationship can be a vehicle for 
change in therapy and the quality of it contributes to a better outcome (Orlinsky & 
Willutzki 2004; Evans-Jones, Peters & Barker 2009). However, CBT has in the past 
been accused of ignoring the relationship instead focusing on techniques and tasks that 
are thought to be suffieient for change. However more recently more interest has been 
paid to the relationship in CBT within the process of therapy (Leahy 2008).
The style of the therapist is to be active and directive where they can act as coach, 
mentor, and educator (Rimondini 2010) to guide the client through the model. The 
aim of the therapist is primarily to engage the client into a collaborative relationship 
where the client can ultimately be taught to think of themselves as their own therapist 
(Curwen, Palmer & Ruddell 2000). Collaboration in this sense is defined as a working 
relationship within an established working alliance. By setting goals for therapy, 
particularly with exercises and tasks both in and between sessions this supposedly 
maximises the time to identify problems and develop a self help approach to cognitive 
and behaviour change. The ongoing relationship between client and therapists 
aecording to Leachy (2008) is therefore is a constant state of process where the 
therapists can shine a light on current functioning and ways of relating which may 
only serve to perpetuate problems and unhelpful damaging patterns of behaviour. 
Roth & Fonagy (2005) suggest that although the relationship is seen as necessary it is 
not sufficient for good results as this model of therapy has beneficial effects over and 
above that of the relationship.
Clinical implications of homework practices for the process of therapy and the 
therapeutic relationship within a CBT framework.
There are many aspects of the therapeutic process and the intervention of homework 
tasks which have clinical implications within the process of therapy and the 
therapeutic relationship. Although research evidence suggests that clients who 
complete their homework tasks demonstrate a greater improvement than those who do 
not (Kazantzis Deane & Ronan, 2002) the aspects considered are often related to the 
predictors of outcome and the acquisition of skills (see Schmidt & Woolaway, 2000;
27
Woods, Chambless & Steketee, 2002 for examples) rather than the relational aspect 
and working alliance with regard to intersubjectivity, and the reflective capacity of 
both client and therapist and the quality of the relationship. Further, there is an 
assumption that clients have the capacity to engage in homework practices and can 
actively participate in this process and view it as a positive experience which is 
believed to have value.
The concept of ‘homework assignments’ within a therapeutic framework may not 
necessarily be a useful turn of phrase for some as it may be perceived to have negative 
connotations which activate negative assumptions and core beliefs. For some clients 
this form of language may suggestive of something imposed by teaeher on pupil; with 
an element of effort and which is labour intensive requiring engagement to achieve a 
finished result and/or successful outcome which may be performance related and 
critically evaluated. Conversely it may imply something to increase knowledge and 
improve abilities and skills. However the terminology within this context would be 
open to interpretation irrespective of its purpose and role in therapy. Furthermore it 
could be perceived to have a multitude of meanings depending on individual schemas 
and the world view of the client.
Jess came to therapy saying from the outset that she did not want to do ‘homework’. 
She perceived it as something onerous. The concept of it conjured up in her mind 
something that would take great effort on her part. She reported that she did not have 
much motivation and therefore it was probably a waste of time. She had a diagnosis 
of chronic fatigue which means she experienced exhaustion on a daily basis. She 
worked because she had no choice and had a physically demanding job which at times 
had long hours. She therefore experienced frequent physical ‘crashes’. Clients with 
chronic fatigue often experience a maintaining cycle of ‘boom and bust’, and therefore 
it was understandable that Jess was reluctant to have the added “pressure” to carry out 
tasks to solve her ‘problem’ of chronic tiredness. The dilemma for me was to engage 
Jess collaboratively and work with her to illuminate what thoughts and behaviour 
might maintain a pattern of fatigue whilst bearing in mind that tasks outside the 
therapy hour might be hard to achieve as I did not want to appear to impose 
assignments onto her or be too directive in my stance. My sense was that therapy 
would only be useful if Jess could get a better insight into how her current schemas
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may not only perpetuate her exhaustion but her assumptions that ‘homework’ meant 
hard work which may make her worse.
It is frequently argued (Twisk & Maes 2009) that chronic fatigue is a physical 
condition which should not be treated with a psychological intervention as it suggests 
that the nature of the problem resides within the psyche of the individual. 
Furthermore by extending therapy outside the session is asking individuals who are 
already suffering physically to be physically goal directed by doing tasks and 
challenging general beliefs of others that their problem is psychological when they 
experience physical limitations. For a client group who are already physically 
compromised and vulnerable it might be a step too far and often is. With an 
expectation that homework interventions in CBT are an integral aspect of it to 
facilitate cognitive and behavioural change this may run counter to improving an 
individuals physical health problems. My concern that Jess may not have the energy 
to fulfil the criteria of the model with the limited time available and may be in danger 
of at best not fully benefiting and at worst dropping out of therapy. However, my 
conceptualisation of Jess during therapy was that she had the belief that she was 
negatively judged by others and feared rejection; she would seek approval which 
resulted in exhausting herself in the process of trying to please them and avoid 
rejection. My theory was that Jess’s beliefs about ‘homework’ as a construetion 
seemed connected to her fear that I might judge and reject her. In the process of 
therapy Jess became aware of this and we decided to rename ‘homework’ ducky 
moments ’ in order to challenge distorted beliefs about what homework meant and to 
have a new experience of it. I asked Jess if she had a lucky moment during the week 
where she could spare some time for herself she might like to learn some relaxation 
techniques to facilitate ‘being still’ and ‘de-stressing’ from her busy day. She also 
used these times to record thoughts and feelings with regard to unhelpful cognitions. 
Through Jess’s engagement in lucky moments she was able to begin to become aware 
of unhelpful beliefs which were maintaining cycles of fatigue and learning ways of 
reducing crashes. This is a demonstration of how ‘terminology’ might feed into 
triggering current unhelpful schemas and the impact it may have on the process of 
therapy.
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This might particularly be the case within the context of cultural differences where the 
role and purpose of homework assignments may be open to misinterpretation, but not 
necessarily dysfunctional and, where the epistemological assumptions of the model 
which has been developed within a western culture may have very diverse meanings 
to clients from eastern ethnicities. This together with the differing cultural 
perceptions and values held by the client may be misunderstood and where homework 
assignments may not be culturally appropriate (Hays 2009). These issues have clinical 
implications for the relationship in as much as there might be different expectations 
and perceptions of the therapist as ‘healer’ and ‘expert’ (Naeem, Phiri, Rathod & 
Kingdon cited in Mueller et al 2010) where the notion of ‘homework’ challenges 
cultural norms and understandings. Furthermore the challenging of perceived 
negative core beliefs as a vehicle for change may bring about conflict within family 
systems where there are different expectations of individuals within the system and 
indeed where secondary gains are deeply embedded within family culture. Neela 
came to therapy with a desire to challenge her core beliefs about her body and about 
sex. Many of these bought her into conflict with the rest of her family. Many of the 
homework assignments challenged her cultural stereotypical gender roles and indeed 
focusing on herself was not seen as appropriate or acceptable. Neela could see the 
benefit in carrying out assignments in between sessions but she did not want to do this 
covertly and felt pressure to conform to the cultural norms expected of her. The 
nature of Neela’s difficulties meant that tasks were behavioural and best performed 
outside of the therapy hour. This placed her in a difficult position. In this case the 
process of therapy was challenged using this model.
Work carried out by the client outside of the therapy sessions is regarded as essentially 
requiring motivation and compliance (Edelman & Chambless 1993; Schmidt & 
Woolaway-Bickel 2000; Westra, Dozois & Marcus 2007). It is argued, however, that 
engaging with motivation in the process of homework does not necessarily ensure 
engagement in other aspects of the therapeutic process. Equally compliance with these 
assignments does not necessarily ensure an engagement in the relationship and 
personal reflection on thoughts and behaviours. An example is the case of Rosa, who 
presented with a diagnosis of ME since the age of 13. She is now 22 and has spent 
nearly 14 years with symptoms precluding her from attending school and college on a 
regular basis which resulted in her being educated at home. Rosa had an ambition to
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go to university once she has finished her Open University degree but perceived that 
she could not cope with having ME and being away from home independent of her 
parents. Her current daily life was predominantly homebound where she continued 
her education, had little social interaction and was frequently dependant on her 
parents. She presented with symptoms of physical and mental fatigue.
Rosa struggled to communicate and engage with me; identify and articulate her 
thoughts and feelings. My experience of Rosa was that of a 13 year old adolescent 
rather than the 22 year old adult that she was, suggesting that Rosa seemed stuck 
developmentally. I struggled to engage her in the here and now interaction in the 
room. She appeared to have limited capacity to reflect on her thoughts, feelings and 
behaviours and those of others. I noticed that her ability to be psychologically minded 
and form a collaborative working alliance with me was difficult. I found myself 
eompensating for the lack of collaboration by being overly directive. Rosa dutifully 
completed assignments and appeared motivated. As her dependence on me increased 
and my excessive direction continued I reflected that our relationship was reflective of 
teacher and pupil where Rosa’s expeetations of me were that I would instruct her in 
what to do and she would dutifully do it. This I realised played into existing schemas 
and manifested in the process of therapy. I noticed that she was also unable to reflect 
on what she may have learned from assignments or the skills she may have developed. 
Her implicit assumptions appeared to be that others would know what was best for her 
and her lack of self agency and reflective function (Fonagy and Target 1997) meant 
she had become over dependant on others. She struggled to engage in the therapeutic 
relationship and the meta- processes required (Metcalfe & Shimamura, 1994).
There is an assumption within the CBT model that clients have the capacity for 
reflection, be psychologically minded are able to make links between their current 
mental states, physical symptoms and behaviour. Conversely, clients’ assumptions and 
beliefs towards the therapist and the therapy process which includes completing 
assignments in between sessions can perpetuate unhelpful schemas for the client and 
develop problems in engagement and preclude a change in behaviour. With this in 
mind the assumptions and processes in CBT may slow down progress rather than 
increase it. Arguably the therapeutic relationship goes beyond collaboration and is an 
ongoing process whereby the therapist needs to attend to the relational aspects
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between themselves and the client. In this case it was the attention to the process and 
therapeutie relationship which highlighted unhelpful cognitions rather than 
assignments outside the session which only served to compound the problem.
I am also aware that the use of the term ‘compliance’ is suggestive of something 
which means doing something that is required and expected and with this client the 
way we related may have challenged her assumptions and core beliefs about others 
and her compliant behaviour may get perpetuated with the process of ‘doing 
homework’ leading to collusion and subjugation. Furthermore, in the proeess of 
therapy where a client perceives the therapist as teacher this implies that they know 
more than the client which situates them in a position of ‘expert’ which it is argued 
implies an imbalance of power in the relationship rather than one of collaboration. 
The therapist needs therefore to reflect on their own schemas and how these impact 
the therapeutic relationship with regard to levels of directiveness especially when 
considering developmental issues of clients.
The issue of resistance and ambivalence to treatment in CBT has been widely reported 
(Jacobson, Wilson, & Tupper, 1988; Westen & Morrisson, 2001; Ilardi & Craighead, 
1994) and is often expressed indirectly through non-compliance on homework 
assignments (Westra 2004). Homework non-eompliance is a commonly 
acknowledged issue among CBT practitioners (Huppert & Baker-Morissette, 2003; 
Leahy, 2001) and is usually addressed through problem solving techniques (Beck 
2006) in order to engage the client. The proeess of homework completion could, it is 
argued, challenge the clients core belief schemas and although it is suggested that 
these can be explored in the ‘here and now’ relationship in the therapy room in the 
session, (Westbrook et al 2011) these schemas are deeply held and entrenehed within 
the personality of the client where re- structuring and modifications are harder to bring 
about when problems have been of long standing. Beck suggests that clients 
presenting with personality disorders are harder to treat as they have fewer positive 
core beliefs and have built up a network of rigid negative core structural beliefs. 
Resistance and ambivalence to treatment and the avoidance of homework assignments 
and engaging in the therapeutic relationship could challenge the notion that a problem 
focused therapy which challenges inner constructs addresses the problem rather than 
the person.
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Conclusion
This paper has highlighted some of the clinical implications of homework 
interventions for the process of therapy and the therapeutic relationship within a CBT 
framework. It argues that the therapeutic relationship is far more than collaboration it 
involves the therapists reflecting on the capacities and abilities of the client to engage 
in the processes of therapy including homework assignments even if they are 
motivated to do so. The rationale is for using the time in between sessions to 
maximise the potential for change, the terminology of ‘homework assignments’ could 
be more orientated to multicultural meanings in order to avoid misinterpretations and 
encourage participation and engagement. The attention to levels of directiveness and 
the compliance or non compliance of these assignments could be better understood in 
terms of the process of therapy and the impact on the therapeutic relationship. And 
although current schemas of the client can be highlighted through homework 
processes there is a tendency to focus on the problem rather than the person and the 
relationship.
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Introduction to the Therapeutic Practice Dossier
This therapeutic dossier represents years two and three of the course at Surrey 
University. The second year placement was in an adult mental health NHS 
psychotherapy service. I attended this placement for a total of two years as a part time 
trainee. However in the second year of this placement I worked two days in 
placement instead of one which is usually the case. My third year placement was in 
physical health within the NHS in a London Hospital for twos days a week. I became 
a full time trainee for the final year. This dossier also includes my final clinical paper 
entitled ‘The three kinds of treasure’. This paper reflects a six year journey of 
personal and professional development as a counselling psychologist.
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Year Two Psychodynamic Placement: NHS Secondary Care Psychotherapy
Service.
August 2009 -  July 2011
I worked in this placement over two years. In the first year on one day a week, 
the following year two days a week.
This secondary care service is part of a wider department within a large NHS trust in 
Surrey. The service provides specialist assessment, treatment and review for clients’ 
above the age of 16 who would benefit from psychodynamic psychotherapy primarily 
for those who have more complex problems for example individuals with personality 
disorders and long term physical illness. It also offers medium to long term individual 
psychotherapy, group analytical psychotherapy, CAT -  Cognitive Analytical Therapy, 
Art therapy, and specialist psychosexual counselling. Clients have usually received 
other interventions prior to being referred. Referrals were generally made by GP’s, 
community adult mental health teams, drug and alcohol; eating disorder services and 
primary care agencies. The waiting time for an assessment was up to 13 weeks and the 
beginning of therapy could take up to six months.
The team comprised of a consultant psychiatrist specialising in psychotherapy, a 
senior principle psychotherapist, one psychotherapist, one art therapist, a junior 
psychiatrist, a medical student and in the first year of this placement two honorary 
therapists of which I was one, and the second year I was the only honorary therapist. I 
had individual and group supervision with the psychiatrist specializing in 
psychotherapy along with other members of the team. My style of learning within this 
supervision was to transcribe verbatim client sessions to discuss with the supervisor 
and other supervisees. I found this method of presenting a client session facilitated 
my learning of the models and practices of psychodynamie psychotherapy.
I also worked with clients over a 16 week period with CAT. I had one to one training 
with the principle psychotherapist trained in the CAT approach. I received mainly 
group supervision with some individual supervision once a week. The style of 
supervision within the group was very collaborative using typical CAT methods that 
might be used as interventions with clients for example working on traps, dilemmas
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and vicious cycles using diagrammatic formulations and presenting ideas for 
reformulation and goodbye letters.
The nature and development of clients presenting difficulties had often been of long 
duration and varied in complexity. Many had co morbid presentations. For example I 
worked with a co morbid presentation of avoidant - dependant personality disorder, 
domestic violence, rape, depression, and anxiety disorder. I also worked with other 
presenting difficulties such as eating disorders, sexual aversion, long term post natal 
depression, anxiety, self harm and chronic fatigue.
I had the opportunity to participate in the assessment process observing psychological 
assessments and writing them up. In addition in the process of psychotherapy I wrote 
extensive discharge summaries and follow up letters to GP’s and other mental health 
services. Other placement activity whilst in this placement included the NHS Rio 
system training for the purposes of recording progress notes and risk assessments.
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Year Three Placements: NHS Specialists Services.
Sept 2011 -  August 2012
My third year placement was in a hospital setting working within physical health in 
one department serving in two different services both providing Cognitive 
Behavioural Therapy. I worked concurrently with teams of psychologists in these 
services, which I will describe separately.
Specialist Chronic Fatigue Syndrome/ Myalgic Encephalopathy CFS/ME 
service.
This specialist service provides treatment including psychology on a local and 
national level for adult individuals diagnosed with CFS/ME. This service is made up 
of a multi disciplinary team of physicians, psychiatrists, psychologists, 
physiotherapists, occupational therapists and researchers. The psychology team is 
made up of four clinical and counselling psychologists including myself as a trainee.
As this service provides treatment on a national level patients may be referred from 
many sources usually when symptoms have persisted over many months or years with 
no apparent cause. Therefore referrals may be made by for example: GP’s, 
neurologists, and endocrinologists. The complexity of cases quite often means that 
patients may have seen many other health care professionals before they reach the 
service. Patients often present with co morbid complex symptoms and multi 
diagnoses for example sleep disorders and fibromyalgia. They may attend for a 
diagnosis or to confirm a diagnosis.
Patients who are referred to psychology are assessed for suitability for CBT as this is 
the intervention recommended by the NICE guidelines and has been the subject of 
research within the MDT resulting in a manualized treatment protocol. However, the 
psychology team can work integratively depending on the needs of the patient. For 
example cognitive analytical therapy may be used and more recently a systemic 
framework might be considered.
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The service offers up to 30 sessions of treatment in total. Although in the past patients 
may have been in the service for a lot longer. Patients who take up psychology are 
offered up to 20 sessions. The majority of patients receive one to one sessions once a 
week or bi-weekly depending on the severity of their health condition. Patients may 
go on to be referred to physiotherapy or occupational therapy if it is considered it 
would be helpful to the patient and equally some patients are referred to psychology 
by other members of the team. Some patients may be offered group interventions for 
up to 10 weeks.
Within this service and as part of the psychology team I have conducted one to one 
sessions with patients from between 16 and 20 sessions. A majority of my work has 
been face to face sessions with some telephone sessions if patients are unable to either 
travel long distances or are not well enough to attend.
I have had the opportunity to observe assessments carried out by a physician, 
psychiatrist and physiotherapist. I have also observed and jointly carried out 
psychological assessments with other psychologists and have begun to carry out my 
own assessments. For most part I have attended MDT business meetings, clinical 
meetings, lectures and research presentations. I have also had the opportunity to 
attend research seminars within the hospital for CFS and Cancer.
I have received one to one clinical supervision every week, referrals meeting each 
month and frequent psychology meetings to share information and ideas to develop 
the psychology profile within the service and explore alternative ways of working 
with this complex client group.
This service also provided occasional groups running for 10 weeks where other CBT 
interventions for example, ACT and mindfulness are also used for very complex 
cases. However as I was also working in another service it precluded me in being 
involved in this.
Sexual Health Service
The second placement was within a specialist sexual health service which extends 
across more than one site and involves a multidisciplinary team made up of doctors, 
nurses, psychologists, sexual health advisors and outside agencies such as the police
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and social services. Services within the wider trust are in the main walk in clinics for 
short to medium term problems, and also one in-patient ward for long term complex 
presentations, a sexual assault service and an outreach service for sex workers. 
Clients who attend clinics are referred to psychology when there are ongoing 
presenting issues which may benefit from psychological interventions. Typical 
examples of these are sexual dysfunction, vaginismus, depression, and anxiety 
disorders. The services involving sexual assault and sex workers are mainly working 
with trauma and rape.
The waiting time once a client was assessed varied between two weeks to three 
months. The psychology team consists of one neuro-psychologist, seven clinical and 
counselling psychologists and four trainees working over all sites.
Psychologists within the team meet on a regular basis to share information, raise 
awareness of research within the field, outcome measures, participate in business and 
clinical meetings to raise the profile of psychology within sexual health. Once a 
month systemic forums are an opportunity for members of staff to present complex 
cases for discussion and reflection. The psychology team also offer supervision and 
support to health advisors who do not receive regular supervision of patients who 
attend clinics. I have attended these meetings regularly to develop my knowledge and 
understanding of this particular client group; their presenting problems and learn 
about the various evidence based interventions that are being considered and used. 
This includes interventions such as Eye Movement Desensitization Reprocessing 
(EMDR) and cognitive analytical therapy.
My work consisted of one to one weekly, bi-weekly and monthly face to face sessions 
with clients for up to 16 in total using mainly cognitive behaviours interventions for 
presenting problems such as rape, depression, health anxiety, vaginismus and erectile 
dysfunction.
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The Final Clinical Paper 
The Three Kinds of Treasure
“In the treasure tower,
there are three kinds o f  treasure.
M ore valuable than treasures in the storehouse
are the treasures o f  the body, but the treasures o f  the heart are the m ost valuable o f  a ll”.
Nichiren Daishonin (1277) p  848.
The above saying comes from Buddhist philosophy which goes back thousands of 
years. People then spoke in mystical verse to disseminate spiritual teachings that were 
verbally transmitted to the people. Some of these were understood more than others 
and those who had attained a higher life state and were ‘enlightened’ with wisdom 
would understand the ultimate meanings of these verses from a place of ‘nirvana’. 
Today these are still used together with Sanskrit text as a way to convey meaning and 
are used throughout this paper to deepen understanding of my developmental process 
throughout the journey which is a reflection of my ovm ‘life state’ throughout. The 
general interpretation of this particular piece depicts the notion that there is 
interconnectivity to all things within the universe and humans within it have the 
potential for enlightenment or ‘buddhahood’. The treasure tower represents a higher 
life state of enlightenment, the storehouse represents the mind. The body is more 
valuable because without it we have no mind and the treasures of the heart represent 
the inner ‘riches’ that we build within our own lives when we transform them through 
our relationships and spiritual practice. To me this sums up where I am coming from 
and where I am heading and this course has been an integral part of that process.
Human Revolution  -  “Revolutions come and go, but human revolution, a s e lf  d irected  process o f  inner 
change fo r  the better is the most meaningful there is. It is through our interactions with others that we 
polish  our lives and grow  as human beings. ”
Daisaku Ikeda (1995) p249.
My journey, like many others, did not develop in a linear fashion. Navigation wasn’t 
straightforward, the road wasn’t smooth and I encountered many twists and turns 
along the way. Sometimes it felt that as soon as I had stumbled to the top of one 
mountain I saw another in the distance. I got lost a few times and found it hard to see
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in what seemed like the dark. Sometimes I went off course or meandered around like 
a ship off course without a compass. The experience of the course, my professional 
development and my personal progress has all been only part of a ‘bigger picture’ of 
experience I have had along the way. In this sense I am still trying to assimilate 
information and understand the ‘art of living’ (SGI 2007). I think the clients I have 
met and feel so privileged to have worked with have allowed me to walk heside them 
on their journey with their struggles which have intricately interwoven into and with 
my own. I have experienced that they too have experienced grappling with the art of 
living and loving. So if I am asked what I learned from doing this course I can only 
answer that it is a work in progress.
My decision to train as a counselling psychologist was essentially developed whilst 
doing a degree in psychology and counselling. It was also influenced by having my 
own therapy some years before which I viewed as a life changing experience. At the 
time of doing the degree apart from learning the usual psychological ‘science’ 
element, I was exposed to various theories relating to counselling and psychotherapy. 
Amongst those I found I liked the existential phenomenological and humanistic 
epistemologies because some, but not all, resonated with me. At the time I was 
influenced by existential writers such as Buber (1937:1958) and the I-thou, I-it 
relationship and the notion o f ‘intersubjectivity’ and ‘betweenness’, Spinnelli’s (2006) 
interpretation of existential phenomenology and Yalom’s (1980) existential 
psychotherapy with the four dimensions of human existence: meaninglessness, 
isolation, freedom and responsibility. I also liked Carl Rogers and the person centred 
approach to counselling (1951) as it picked up aspects of phenomenology and made it 
into a practice of subjective experience. The aspect that resonated with me at the time 
was that it viewed the individual as having the potential to be authentic and strive to 
take responsibility and be the best that they can be. I was also influenced by 
developmental theorists such as Bowlby’s (1969) attachment theories and Kohut’s self 
psychology (1977). I think when I reflect upon it now I believe my own experience 
of therapy and being the client facilitated my understanding of a reflective process that 
allows one to perceive one’s inner world in a different light.
I bought the book ‘Handbook of counselling psychology’ by Woolf, Dryden and 
Strawbridge (2003) and the aspect of counselling psychology that attracted me was the
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blending of the ‘reflective scientist- practitioner’ alongside the emphasis on the 
subjective world of self and other and intersubjective experiences within the 
therapeutic relationship. The counselling psychology ‘model’ also challenged the 
notion of objective reality and gave credence to the qualitative ‘world view’ of 
individuals. By aligning itself with humanistic and existential thinking it seemed like 
a ‘good fit’ for me. What also resonated with me was the perspective of the ‘holistic’ 
stance in practice (Hollanders in Woolfe et al 2003) which is a theme I have continued 
to come back to throughout my training. For many years I have been interested in the 
notion of ‘mind-body-spirit’ which is probably why I studied psychology, trained as a 
massage therapist and became a Buddhist. I suppose another big attraction was the 
centrality of the therapeutic relationship. From my own experience of therapy it was 
the relationship with two therapists twenty years ago that helped me to understand and 
have insight on how my past history and relationships influenced my life in the 
present and my personal difficulties at the time. It has proved to be a significant 
aspect of successful outcome in psychotherapy (Horvath 2005) and has become more 
visible in clinical psychology and within the cognitive behaviour framework 
(Westbrook, Kennerley and Kirk 2011) which I discovered this year whilst in my 
placement.
Before starting my post-graduate training I began volunteering with an organisation 
whose work focuses on bereavement with children and young people who have lost a 
parent or family member. This was not therapeutic work hut essentially worked with 
youngsters and their families within a grief support programme. My training for this 
covered many issues including working with diverse cultural groups, child protection, 
risk and confidentiality, and equal opportunities. The work involved weekly group 
meetings which were divided into very young children, teenagers and adults, followed 
by more focused weekends involving other agencies, for example, social services, 
doctors and teachers. In essence these programmes are designed to facilitate the 
grieving process and help individuals and families come to terms with the death of a 
loved one. This for me was experiential learning on a very powerful level as it 
developed my capacity to build relationships and empathise with and understand other 
people who I did not really know who had deeply emotionally painful experiences. 
Listening to children’s, parents’ and carers’ experiences of something that was so 
close to their hearts really humbled me. I recall feeling quite heartbroken more than
48
once during this time. I realised how very lucky I was because I had come very close 
to losing my own child who was bom prematurely twenty years before that.
My role was as a facilitator within the 10 to 18 age group where we would talk as a 
group about the death of the loved one through reflecting on memories and 
experiences. There were also creative exercises to help more intimate interaction for 
those stmggling to articulate what was happening for them. It also at some level 
helped me to grieve for my lost family members that I realised I had not fully grieved 
for. Some of the stories I heard were good preparation for ‘coping’ and ‘tolerating’ 
the extreme emotions of others and at times I stmggled with it which I think was 
understandable but I also felt privileged that the families that I came across wanted me 
to be part of their grieving process. On reflection I think this was the first time I really 
experienced ‘projective identification’ (Klein, in St Clair and Wigren 2004) at its most 
powerful and although I did not fully understand it at the time it has enriched my 
understanding of such phenomena.
The training I received heightened my awareness of potential child protection issues 
which became relevant two years later in my clinical work where I had a client who 
was in a domestically violent relationship and part way through our therapy became 
pregnant. Child protection became a constant issue in the work where risk was 
continually being assessed and addressed and other agencies involved. This was my 
first experience of realising the limits to confidentiality, my ethical responsibilities 
and the extreme power dynamics that can exist in couple relationships. It was also a 
time where I experienced a lot of anxiety with regard to the implications of violent 
relationships and my own ethical practice.
When I began training I was eager to start my therapeutic practice. I was already in 
personal therapy and felt ready. However, the one thing I learned at that time was 
patience which is also a theme that has been a thread running through all of my 
training experience and which I was destined to learn as it has taken six years! I now 
think I have settled into ‘knowing’ what it means to be patient.
“The three obstacles andfour devils -  There is definitely something extraordinary in the ebb an dflow  
o f  the tide, the rising and setting o f  the moon, and, the w ay in which summer, autumn, winter and
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spring give w ay to each other, something uncommon also occurs when an ordinary person  attains 
buddhahood. A t the same time the three obstacles andfour devils w ill invariably appear and the wise 
w ill rejoice while the foolish  w ill re trea t”.
Nichiren Daishonin (1275) p637.
The prospect of doing 3 years (initially) of research made my heart sink. It wasn’t 
something I would naturally have gone for but I did to some extent understand why it 
was necessary. But I increasing became aware of its importance and relevance with 
the notion of ‘evidence based practice’ and indeed ‘practice based evidence’ 
(Barkham, Hardy & Mellor-Clark 2010), especially in light of developing myself as a 
scientist-practitioner and realising the need to understand and acknowledge the value 
of ‘evidence’ and to evaluate it within clinical practice and diverse contexts. 
However, as I look back on my experience of research activity which at times has 
filled me with dread, I realise that it has assisted my learning with concepts and 
theories that I have had to grapple with and do not come naturally. I had difficulty 
deciding on topics and struggled to know what I could do that might be meaningful 
and relevant to me and my practice. My first thought was to choose a topic on 
‘happiness’ as I am interested in the work of Martin Seligman and positive 
psychology (2007) which, has relevance to Buddhist philosophy. I located this within 
the context of mental health and the work of the economist Lord Layard on the 
economics of happiness (2006) and more recently the ‘national well-being project’ 
(Office for National Statistics, 2010). I had become increasingly aware of the political 
and economic ‘conversations’ and discourse around mental health and the Mental 
Health Act and its place in this country where the government at the time pledged to 
improve access to psychological therapies by injecting millions into services which 
would change the roles of many mental health professionals. Lord Layard’s discourse 
on the country’s well-being and happiness fascinated me but my concerns that I had 
gone into, a profession at a time of vast change filled me with many conflicting 
thoughts and feelings. On the one hand I was glad that psychologists’ profile within 
mental health was being raised but at the same time I wondered what psychological 
therapies would ‘look like’ by the time politician’s and economists had finished with 
it. The thought that cognitive behavioural interventions would rule because of its 
popularity within the medical profession and so called evidence base did not thrill or
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excite me at the time. In the end I decided against ‘happiness’ as a subject because of 
my ambivalence towards it. However it is something that still interests me.
When I decided to pursue a blend of physical and psychological subjects like cancer, 
the body, and integrated interventions such as psychotherapy and massage I did it to 
combine personal interests and current experiences (at the time, I had my own cancer 
diagnosis) and having the desire to gain a greater understanding of what it was like for 
other people who were experiencing physical problems which may have a 
psychological impact. The hope was to research something which integrated the body 
in counselling psychology in a way which emphasised a holistic model. I am not sure 
I achieved that. In hindsight I think by involving too many subjects not only made the 
process complicated but I did not achieve what I wanted to achieve. In my head I 
wanted to do things that were just not possible in the time frame I had and might be 
seen as unsound ethically as I would have preferred to be more involved in the 
massage element; namely touch, and therefore what emerged although organic did not 
really seem to integrate mind and body which was the intention. However, the process 
of researching has been an exceptional learning curve and one which has been a 
springboard for pursuing areas that I am interested in and at the same time challenging 
myself to use my own experiences in a positive way in the hope that I could not only 
develop greater knowledge and understanding of the subjects I researched, but, meet 
other women who opened their hearts up to me because we were all in the same 
predicament. I was able to use my experience intersubjectively within the interview 
process which I believe made it more meaningful and rich for them and me.
The literature review was especially relevant at the time as it was completed between 
my own cancer treatments and at times was both emotionally painful and distressing 
but life affirming and validating. I chose not to pursue cancer as a subject in the third 
year as it felt that it had become ‘too close’ for comfort. However I used my own 
experiences to challenge my dread of the research endeavour and turn it into an 
education, which it was. I have also been able to reflect on my experience of someone 
with a life threatening illness and develop knowledge, understanding and insight into 
it as a patient, a client and as a practitioner working with individuals with chronic 
illness and who experience the physical and psychological impact of it. For example
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working with chronic fatigue clients this year when I was experiencing cancer related 
fatigue has facilitated what it is like on a day to day, month to month level for them.
I find now as I am reflecting on writing about the therapeutic practice with clients I 
feel protective of them. My feelings of loyalty and my responsibilities with 
confidentiality lead me to feel resistant to giving accounts of my clinical work to 
demonstrate I can evaluate it. I want to honour my clients’ privacy and at the same 
time convey an evaluative stance towards what I have been doing. With this in mind I 
hope to stay within the frame of anonymity whilst undertaking evaluation.
By the time I had started the doctorate course at Surrey I had spent 2 years studying 
and applying person centred principles within my clinical practice. I was familiar 
with existential phenomenological concepts which had inspired Rogers (1959). My 
first placements had been in adult mental health; the first a women’s centre offering 
open ended counselling and psychotherapy. I had the opportunity to experience short 
and long term work ranging from 10 weeks to 18 months. The second was a 
charitable organisation offering adults in the local area 40 weeks’ counselling.
My biggest challenge at the time was working within a person centred framework and 
having psychoanalytic supervision. In many ways I had difficulty hanging onto and 
staying with some principles of the Rogerian approach but others seemed so 
fundamental that they had become the centre of my practice. For example I would try 
to approach my client work by trying to provide a safe and contained place for them to 
have the space to explore, clarify and reflect upon their experience of ‘being in the 
world’ (Heidegger 1927:1962) while I would facilitate the clients’ process by tracking 
closely their frame of reference and adopting the attitudes of core conditions, 
congruence, unconditional positive regard and empathy. And by doing this I 
attempted to get into the clients shoes as much as possible so that they could 
consciously identify their condition of worth by allowing the actualising tendency to 
manifest. Of course it wasn’t as easy as that; sometimes I would feel that what I was 
doing wasn’t enough. I thought I should have some answers because that is what the 
clients wanted. Sometimes I felt that the client thought I would have the nugget of 
‘truth’ that would make them happy. It was hard to accept a clients’ external locus of 
evaluation (Thome 2006). At times I felt inadequate - that what I was doing was
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necessary but really not sufficient. The supervision at the time helped me develop my 
skills of ‘listening beyond the words’ of the client. This was a great benefit as it 
facilitated my learning of the processes in therapy. Learning to become aware of how 
I was feeling in the room with the client, attending to thoughts and feelings; sensations 
that were stirred in me. I also learned at the time to write verbatim process notes and 
explore them in supervision. I learned that clients are quite often unaware of their 
incongruence. I perceived my role as making psychological contact to facilitate the 
clients’ awareness of this.
Mr S came to therapy saying he had been feeling low for some time and would find 
that he burst into tears for no reason. He stressed that he had no real need to be 
unhappy and could not understand what was happening. The distress this created 
triggered thoughts about his past and at some level he was aware that this might have 
something to do with it. And, as Tudor and Worrell (2006) suggest, this 
‘incongruence’ was necessary for him to seek help. What I learned was to be present 
to reflect back inconsistencies and contradictions and highlight incongruence’s as they 
arose in the moment vdthin our relationship. Mr S was anxious that his marriage was 
at risk as he had fertility problems and his wife wanted to start a family. In our 
relationship Mr S’s feelings of helplessness and powerlessness seemed to be related to 
his feelings of impotence and although my intention was to be non-directive I found 
myself at times responding in a way which colluded with or perpetuated these feelings 
by giving him too much information based on my assumptions and hypotheses instead 
of allowing his actualising tendency to manifest in its own time. My feeling of 
responsibility reflected his. Once I realised that these were his feelings of 
responsibility projected onto me and I was holding the ‘felt sense’ (Rogers 1979) of 
incongruence I was able to reflect back to him his sense of responsibility and feelings 
of impotence he then was able to make more sense of his emotions and what they 
meant to him.
However, although I was learning these concepts I was also learning about 
unconscious communication in the room and thinking quite psychodynamically about 
my clients which wasn’t a bad thing but I realised that I was becoming confused 
essentially working in both ways and knowing I was to be assessed on my person- 
centred competences at the time. Although I valued my supervision I tried to get my
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needs met to embed these competencies and my supervisor insisted that I could 
interpret these with the supervision I was getting. This was bought into stark focus 
when I failed a process report because it was ‘too psychodynamic’. At this time I felt 
confused, bewildered and incompetent but in hindsight I was introduced to and able to 
familiarise myself with the use of self and the process that takes place between self 
and other within the therapeutic relationship and allow myself to be affected by the 
client. In this sense I was making developmental progress. However in order to 
address my confusion and gain more person centred competences I found a 
counselling psychologist who was able to give me supervision to help focus on 
developing a person centred practice and ‘ground’ my clinical practice as a 
counselling psychologist.
Psychodynamics
My therapeutic practice in these two years was mainly informed by conceptualising 
the therapeutic relationship through the lens of Clarkson’s (2009) five therapeutic 
relationship model so in that sense there was some integration within my thinking and 
my way of viewing and being with the client. I paid particular attention to the 
transferential and reparative/developmentally needed relationship as a focus. 
However the other three - the person to person, the working alliance and the 
transpersonal relationship - I viewed as serving as fundamental features which 
‘grounded’ and therapeutically framed and contained my therapeutic practice. This is 
something I was mindful of rather than thinking they could necessarily be active 
agents present in the relationship.
The psychodynamic theories of development which most resonated with me at the 
time were Bowlby’s attachment theory, Kohut’s self psychology and, although I had a 
great deal of difficulty understanding them, object relations with their often baffling 
and convoluted concepts to represent early developmental processes or ‘structures’ 
which are built within the personality. For example, Klein’s concept of the paranoid- 
schizoid position, and projective identification, or Freud’s drives and impulses. In 
fact I was in a perpetual state of confusion about the variety of terminologies and 
concepts used by the many object relations theorists. Within this context though, I 
realised that the variation of developmental theories were reflective of and partly
54
experiential in that quite often the early lives of these theorists influence their theories 
which could also be said of many others. I read and reread around object relations and 
tried to integrate the concepts and perceive them in my own work with the client in the 
room.
I was only really able to assimilate and integrate these theories into practice once I 
thought about applying them to my own experience of being a child and my early 
development and myself as a mother and bringing up my ovm children and what that 
was like. It really was a time of deep reflection and taking on quite a critical stance to 
my practice. I became concerned that my background and upbringing was white 
British and the clients I was seeing at the time were located in a middle class area with 
little ethnic diversity. I was aware also that many of the psychodynamic theories were 
developed by mainly white English-European psychiatrists who were situated in 
middle England in the 50’s, 60’s and 70’s but essentially they were theories within a 
western culture. I therefore questioned how much these were culturally led and how 
they could be applied to clients from other ethnic groups. In some respects it helped 
that I was working therapeutically with clients within my own culture but it left me 
with no real concept of what it was like to have a different world view of self and 
other within psychotherapy. However in my personal life I come across people from 
all walks of life as a Buddhist, as Buddhism has a growing population in this country 
where people from many other cultures are openly practicing its philosophy. I started 
to do some reading around this which developed my knowledge about cross-cultural 
attachment research (see Van Ijzendoom & Sagi-Schwartz in Cassidy and Shaver 
2008) where studies of universal trends and contextual determinants provide a more 
diverse look at attachment patterns and attachment related social behaviour within a 
cross cultural context. This seems to have been a little absent from the course and in 
my placements.
I developed an interest in neurobiological-psychological studies of attachment which 
have developed ‘attachment affectional bonds’ as a phenomenon and have had a 
powerful influence on my thinking in terms of my notions of ‘prenatal cradle to the 
grave’. Within this, Gerhardt’s (2004) considerations for the unborn infant and the 
effects on the developing social brain with concepts like ‘mentalisation’, ‘reflective 
function’ and ‘affect regulation’ (Fonagy 2001) have become more important within
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my therapeutic practice where I sometimes experience these concepts as quite ‘live’ in 
the room with clients. I have been able to draw on my own personal experience of 
having a premature child whose development was problematical and where some of 
these theories resonated with my own experiences of him. The more I develop as a 
practitioner the more aware I am of ways in which I conceptualise clients and their 
development over the lifespan. And how my own attachment history and those of the 
client influence each other and add to the complexity of the therapeutic relationship.
My own experience as a client in therapy has taught me so much. Some of these 
going back over 15 years have been unique and at times both life changing and 
testing. It is only when I reflect back on these that I understand what I didn’t at the 
time and then the penny drops...’’aaahhhh ok that is what that meant!”. Of course I 
could be wrong but it has been some of these experiences that have facilitated my 
understanding (I think) of unconscious communication and the therapeutic 
relationship. What it is like to be on the other side (of the couch) or in my case on the 
door step!
My therapist’s door bell did not work, her name was Joan. In fact she had two front 
doors (but we won’t go there). I found I stood on the door step every week waiting 
for her to answer the door. I would push the buzzer every which way so that she 
might hear me but it was like there was nobody at home. Eventually she would 
answer the door. “Oh have you been waiting there long?” she would say. How 
irritating, this was after all eating into MY therapy time! Month after month the same 
problems arose; she even made a joke of it at times. She suggested that if she did not 
answer the door I should reach across the rose bush and tap on the window to alert her 
that I had arrived or failing that, go around to the other door and knock there. In my 
frustration of just trying to gain access I would persist in trying to convince her I did 
not want to stand on the doorstep all night and that she needed to make some 
amendments to her door bell. I did this in the only way I knew how at the time - very 
politely, almost apologetically and being selective in what I said in order not to upset 
her. I did not communicate my needs very well, resulting in feeling that I had no 
voice and she was not listening to me. I was aware that this was tapping very 
powerful feelings within and a vague recollection of this being something I
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experienced often in relationships. I was partially aware that there was something 
about the way I was relating with others that perpetuated a repeating pattern.
One evening after ringing for what seemed like ages I realised that Joan wasn’t 
actually in and I missed my session. I said nothing and a week later we met again 
when she apologised that she had had to cancel. After I had explained that I had not 
received any message cancelling my appointment, she realised she had missed my 
name off a list she had given her son when she was called away in an emergency and 
had to cancel clients. She commented that I had not come to mind and she had 
wondered why that might be. My hurt and disappointment in her was felt but not seen 
or expressed. I was unable to be honest and express how I felt. I just explained that I 
thought it was the ‘doorstep situation’ and that when I had realised she was not at 
home I had gone away. Joan voiced that she wondered where my anger and 
disappointment was and asked me how I felt about being forgotten and what it was 
like to be ignored and kept waiting. She gently encouraged me to express my true 
feelings. She showed me that there was a re-enactment within our relationship 
representative of past experiences which were lived out in the present where I was 
unable to assert myself in relationships. This was a turning point in the therapy and 
our relationship. This not only helped my personal development but also my 
development of understanding of the transferential phenomenon within the process of 
therapy.
My supervisor was a psychoanalytical Jungian-trained psychiatrist. He urged me to 
think symbolically and keep in mind ‘process, process, process’. In supervision we 
focused on the internal world of the client and the relevance of unconscious 
communication and the use of self. He encouraged me to think developmentally and 
transferentially. At first the terminology did not mean much because I wanted to 
really experience it ‘live’ in the room with the client although I have since realised 
transference is happening all the time although I did not acknowledge it as such. In 
this placement my co-supervisees were orientated towards medical models of 
pathology as they were junior psychiatrists and medical students and for one year 
another counselling psychology trainee. My sense was that I was viewed as the 
‘psychologist’, coming from a different epistemological stance from theirs, and 
therefore an ‘unknown’ quantity. My take on it was that we were all embracing
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different ways of working. From my perspective I was interested to see how 
individuals with a medical training viewed the client or ‘patient’ within therapeutic 
practice. Supervision for me was fruitful in the first year more than the second. 
Supervisee’s were expected to bring full verbatim transcripts and read from them. I 
found this very exposing and intimidating at first although I had done this before in 
supervision. I think the dynamic in the group polarised my anxiety about 
‘performing’ in front of a group of doctors and this did not do much for my 
confidence. However, I found that the format worked really well for me once I had 
got over the feeling of pressure to ‘get it right’. I learned most in this environment as 
working directly from the script the transferential processes could come alive for 
client and therapist and within the parallel process. This was where I transformed 
difficult to understand concepts into understandable ones and began to observe them 
taking place within the therapeutic relationship. Interestingly, in the second year of 
this placement other supervisees resisted bringing transcripts. My theory was that the 
level of feeling exposed was great within this supervision group and although I carried 
on using this method because I found it beneficial my sense was that the discomfort of 
being put in the spotlight prevented individuals from getting more from the 
supervision process. For me this meant I did not benefit so much from it either. 
However, what I also learned too was that the feelings of discomfort and exposure can 
reflect how the client might feel being under the spot light in therapy.
Mrs N was referred to psychotherapy with post-natal depression which she had 
experienced after the birth of both of her children which had not subsided even though 
the second child was two. Mrs N came to therapy saying that her relationship with her 
husband was being affected by this and was compounded by the relationships she had 
with her parents which caused her great distress. She was adamant that the root of her 
difficulties resided in an unhappy childhood, her relationship with her parents and 
their relationship with each other. Mrs N was anxious that her current marriage might 
end the same way as her first where she believed she had replicated a marriage that 
was just like her parents’. In therapy Mrs N was preoccupied with her parents, 
especially her mother. It had been many years since she geographically moved away 
from them although she was still in regular contact. She believed that she had no 
value in her mother’s eyes and the sole purpose of any contact by her mother was to 
see her grandchildren. She described her parent’s marriage as estranged. Her father
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was the one she was close to whilst her mother was described as selfish and cruel. 
She would talk of her desire to have a ‘normal’ relationship with them and have a 
happy family although her other relationships with family members appeared close. 
Our work was dominated at first with the relationship with her mother. Mrs N found 
it virtually impossible to separate herself from thinking about her mother and her 
feelings towards her. She believed that her parent’s marriage was a sham and that 
they should have separated years ago. What Mrs N wanted to do was ‘cut her mother 
o ff just like her brother had done. She fantasised that she would be able to tell her 
mother what she really thought of her. Mrs N recalled that no conflicts were ever 
resolved within the family.
Mrs N found it very difficult to find space to reflect about herself in the sessions and 
my attempts to invite her to do this were met with a blank expression and a sense of 
emptiness. I found myself responding with immediacy to Mrs N ’s critical stance 
towards her mother. At times I wanted to defend her mother and at others felt great 
empathy for the loss Mrs N felt at missing out on a loving relationship with her 
mother. My sense was that there was a lot of projection between mother and daughter 
which was going on at times in our relationship. This was embodied in the way I was 
drawn into the dynamic and the way in which I responded to Mrs N and the physically 
absent Mrs N (senior) who although absent in body was very much present in mind in 
the room, and therefore within the process of therapy. My feeling of enmeshment and 
merger within the relationship helped me to understand that Mrs N may have 
developed a diminished sense of ‘insecure’ self where she had been unable to 
psychologically separate herself from her parents and remained enmeshed alongside 
her critical internalised mother. Mrs N needed to separate and individuate (Mahler in 
St Clair & Wigren 2004), into a more integrated separate cohesive solid self (Kohut 
1977) where she could tolerate her ambivalent feelings. Our work evolved as a 
developmentally needed and reparative relationship where my role was to contain Mrs 
N so that she could put down some boundaries internally and externally. I also needed 
to facilitate a corrective emotional experience where mirroring and empathie 
attunement (Kohut 1977) could take place. This piece of work helped me to 
understand at greater depth psychodynamic theories and developmental attachment 
relationships. Through supervision I learned that I needed to hold and contain many 
aspects of the clients’ diminished self so that she could essentially work through
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developmental processes that had been lacking to formulate a more healthy solid sense 
of self. By thinking symbolically within the transference I could understand the 
underlying unconscious processes which existed \Mthin the relationship. However, 
with clients who presented with enmeshed relationships I needed to acquire skills of 
the ‘internal supervisor’ and be clear about my boundaries both internal and external 
and to take a therapeutic step back and abstain from getting too pulled into the client’s 
internal world in order to give the client space to develop and provide a balance of 
‘ways of being’ with them where I could think clearly. This would also reflect the 
many aspects of the relationship. Internally I drew upon my own experiences of my 
relationship with my mother and of being a mother to develop hypotheses and work at 
more relational depth.
At this placement I was also introduced to Cognitive Analytical Therapy (CAT) (Ryle 
2002). I had several hours of one to one training by a CAT trained therapist for which 
I was grateful. My supervisor also opened up a space in supervision to explore 
concepts and write reformulation and goodbye letters. Other supervisees and I 
worked very collaboratively with one another’s clients in supervision to conceptualise 
reciprocal roles and, make sense of complex cognitive and relational patterns 
embedded in client childhood histories. These experiences then get repeated into 
trapped patterns and perpetuated cycles which keep them stuck in adult life. Although 
I enjoyed working within this framework I questioned the suitability of some clients to 
receive it, especially with complex cases. Sixteen weeks seemed insufficient to work 
with clients with stable personality issues. For example Ms L presented with avoidant 
and dependant personality disorders and a past history of sexual abuse and domestic 
violence.
I learned that working with individuals from other professional backgrounds was both 
exciting and enlightening but also bought out my insecurities around equality and 
status which as a consequence sometimes leads to my withdrawal within groups.
H ell is the land o f  tranquil light — “Those that embrace the lotus sutra (teachings) can transform what 
seems like hell into the land o f  tranquil light, the burning fires  o f  agony become the torch o f  wisdom, 
and is like a great physician who changes poison  into medicine
Nichiren Daishonin (1274) p456.
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It was when I was in this second year placement that I was diagnosed with breast 
cancer. I was very determined to continue with the course and clinical work but very 
aware of ‘self care’ and my ‘fitness to practice’ and the need to make sure I worked 
ethically. At that time I did not take on new clients. I planned my treatment so that I 
was as well as I could be during this time and did so around my clinical work. This 
was a time of deep reflection where I was more than normally aware of the change in 
my appearance and how I was feeling emotionally and how this would impact my 
clinical work. As I was in personal therapy at the time, it was a space where I was 
able to explore my feelings and gain the support I needed from someone else in the 
profession who would be more likely to understand my dilemmas. I was also able to 
evaluate my clinical practice from an ethical standpoint, constantly re-appraising 
whether I felt well enough. On reflection although I was consciously aware of the 
implications this had for me and the client with whom I had a therapeutic relationship 
with I remained confident that although I was physically unwell at times I was 
emotionally resilient. However it did raise questions in me about disclosure and the 
process of therapy. Being in a psychodynamic year I was aware that this issue could 
create problems. My feeling was and still is that the relationship is the most important 
part of the therapy. I wasn’t that comfortable in adopting the ‘blank screen’ to my 
clients and continued to apply the core conditions where necessary. Internally I 
wanted to be able to disclose what was happening to me because it was in the room 
and therefore in the process. I had one client who would comment on my change of 
hair style whenever it changed and another who was a palliative nurse with body 
image issues which bought the cancer experience and the body squarely into the 
therapy. I felt I was being pulled in many directions. When I spoke to my supervisor 
his view understandably was not to disclose and he was reluctant to discuss it at any 
length which at the time made me feel very confused although I did understand the 
notion of the ‘rule of abstinence’ (Jacobs 2007). Although this was something that 
was difficult at the time it went some way to help me think about the way I worked 
and how I would like to work in the future. It made me question contextual issues and 
the ‘real’ relationship. In order to develop my thoughts and feelings on these both 
professionally and personally I chose to pursue this as a research topic in the third 
year by exploring therapists’ experiences of physical health problems and the 
implications for their therapeutic practice.
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CBT
This therapeutic year has been a stark contrast to the last, where life was calm and I 
was in a department which was small by comparison. I was able to offer clients a 
contained therapeutic frame in which to have a safe space to explore and develop and 
where I felt contained within a close-knit therapeutic community of like minded 
people where supervisory advice and support was close at hand. This year, working in 
two services in a large hospital in central London, in different buildings, different 
teams and different client groups within physical rather than mental health needed 
quick adjustment. If I wanted diversity (which I did) I certainly got it.
Within the specialist chronic fatigue service working within a multidisciplinary team 
who work together with inspiring clinical leads has opened my eyes to this way of 
working and ensuring the client is at the centre of things. I have particularly had my 
mind opened up to a ‘systemic’ way of thinking. Although there is no family therapy 
offered by this service (yet!) clients or ‘patients’ are frequently thought about in this 
way particularly when thinking about ‘secondary gains’ within a frame of physical 
illness. The psychology lead encourages and works with systemic thinking at a 
personal, client, team level and in the wider context of the department and NHS which 
has helped my conceptualisations of these areas. It gives a perspective which I had 
not experienced before allowing a view of the bigger picture of the client and 
therapeutic practice.
Working within sexual health has a different feel as most of the psychological work is 
carried out over a few sites and the ‘multidisciplinary’ team - mostly made up of 
doctors and nurses - is more widely spread and very aligned to its medical model roots 
which situate psychology in a somewhat tenuous position. However the psychology 
team works together to develop ideas, reflect on practice, and discuss complex cases; 
engagement and cultural issues. I have been encouraged to integrate myself into both 
teams whilst also working independently. By engaging in contextual issues and 
taking a lot of time to educate and familiarise myself with such diverse clients’ 
presentations, research and the practice of a different model with many different 
interventions has taken me away from seeing clients and reflecting on practice.
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Counselling psychology is well represented within the teams and therefore having a 
counselling psychology supervisor whose stance and ethos is similar to mine has been 
a benefit. However my time spent learning the model, the service, the client group, 
the presenting ‘problems’ together with other elements of the course like research and 
assignments has left me at times feeling exhausted and overwhelmed. My supervisor 
reflected the difficulty of wearing many professional ‘hats’ and the feeling that I am 
being pulled in many different directions.
I very quickly found that CBT focuses less on process and the relationship and more 
on solutions homework and admin. I struggled at first to understand what a CBT 
session looked like, especially as I had come straight from a psychodynamic 
orientation that had come more naturally to me. I did not feel comfortable with the 
role of ‘teacher’ or ‘expert’ or setting agendas and the session being so structured. I 
found myself drowning in paperwork and spent the first half of the year just focusing 
on learning the various methods of intervention. Client expectations and beliefs 
within this context were also very different. At first I struggled when clients would 
come wanting me to ‘fix’ their problems and be prescriptive. I then felt under 
pressure to ‘know’ what was best for them. How I reflected on this was to try to 
understand the clients ‘core beliefs’ about what therapy is and how they perceive my 
role in helping them. I suspected or ‘hypothesised’ that in a hospital setting 
clients/patients would perceive the health professional as the expert and themselves as 
the passive bystander where they relinquish their responsibility and pass it to the other 
(whoever they are). I reflected that if this is the case, it only serves to perpetuate and 
maintain the power imbalance between therapist and client and between different 
health professionals within the wider context of the health service of which I am 
aware. The biggest clues I got that this was indeed the case came from observing the 
process of therapy. At first I found that most clients found the idea of working 
collaboratively, setting goals about what thev wanted to achieve, and doing 
‘homework’ which meant that they too had to engage in a process bewildering and 
confusing. At times some clients depending on their level of motivation resisted 
engaging in anything outside the therapy room. My levels of anxiety at feeling so 
under pressure to ‘deliver’ the nugget of ‘truth’ that would make them ‘better’ left me 
feeling that I was doing all the work. However, this was my learning curve too and 
therefore I began to focus more on this process, the relationship and reflecting back
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the difficulty for the client of taking back their power and responsibility and realised 
that they knew much more about what was best for them than I did. The word ‘why’, 
which has been so taboo in my therapeutic practice so far became more necessary. I 
quickly realised this was a model based on questions rather than reflections.
Ms C was referred to psychology by the doctor within the MDT. The aim of this was 
to help the client understand what cognitions and behaviours maintain symptoms of 
ME. Within the wider context clients come wanting to ‘get better’ and hopefully to be 
‘cured’ of something that science does not fully understand as there are no biological 
indicators for this condition. Diagnosis is therefore a process of exclusion of other 
conditions. Research carried out within this area has found that CBT has good 
outcomes for individuals alongside graded exercise (White et al 2006; 2011).
At 22 Ms C she had been suffering from ME since the age of 13. She had been 
‘homebound’ more or less since then, receiving home education and now doing a 
degree through the Open University. She had been proactive in her search for help 
and found the service by doing her own research. Ms C struggled to set goals as she 
did not know what she wanted to achieve - only that she wanted to be better and I was 
the one she assumed would do that. This made collaboration difficult because she 
wanted to defer to me for the answers. I experienced her as someone who was very 
young and was not used to reflecting on her own thoughts and behaviour and therefore 
the CBT model was hard for her to grasp; for example she stated that she did not have 
negative thoughts only positive ones and only when I used the term ‘unhelpful 
thinking’ did she respond. This way of working assumes that individuals are 
psychologically minded because clients have to think about thinking and reflect on 
current behaviour. My sense was that Ms C looked upon me as her teacher and 
herself as the pupil. It ceased to be a person to person relationship. She dutifully did 
her homework which she bought back to show me. I found myself slipping into the 
role of teacher but in this case it did not feel appropriate as all I was doing was 
infantilising Ms C and colluding with the childish part of her. At times I felt maternal 
and wanted to look after her. I had a great sense of responsibly to provide the solution 
to her ME. When I started to focus more on the process and the relationship we had 
formed I realised that if she were able to get a greater sense of personal agency, if I
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stepped back from feeling that I was responsible for doing all the work and if she did 
not have to get my approval, she might develop more insight.
My hypothesis was that her core beliefs centred on seeking approval and fear of 
getting things vrong because it would mean she was a failure. I learned that the stance 
of the therapist in CBT is not always helpful to clients. I also learned that it is not 
always the most appropriate intervention and focusing on the relationship and process 
between us could not be ignored. And although the word countertransference is not a 
word used in CBT the only way I thought I could be of any help to this client was to 
be more open to my use of self. I found that terms like ‘negative distorted thinking’ 
are not always helpful. As I develop a CBT way of working I am settling into it but 
the tension between ‘being’ and ‘doing’ with clients remains difficult, especially when 
there is a limited number of sessions. It does at times feel as if there is no time to ‘be’ 
even though I sense that the client would like the time to ponder and reflect on their 
thoughts and beliefs. My preference to introduce other ways of working has created 
conflict within me especially when for example a client comes with a sexual problem 
like a lack of libido and wants it fixed. Then when making an assessment and 
formulation it is obvious that a stable low mood over a few years with a history of 
depression means that the client’s symptoms may be indicative of this and may benefit 
from a CBT for depression model but they want psycho-education to get back their 
sexual libido. This remains a tricky dilemma to deal with.
The Lotus Flower (Renge)- “A beautiful p lan t that floa ts on the surface o f  the w ater and its beauty is 
nourished through its roots below within the mud. This is the metaphor fo r  our lives where the 
poten tia l to grow and blossom (flower) is derivedfrom  the ‘m u d’ o f  life and its problem s and 
difficulties ”.
Nichiren Daishonin (1255) p4.
As I come towards the end of this paper which reflects the end of my time in training, 
I don’t feel that I am at the end of developing as a counselling psychologist. I would 
like at some point to explore in more depth some concepts which have been 
introduced along the way. For example the systemic approach is helping me to 
conceptualise the bigger picture for clients’ world views and the notion of multiple 
selves within large organisations like the NHS. I ponder on myself and about how I
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view the way I work and my identity as a counselling psychologist. I think about 
what I have learned on the course, in my placements, the theories and therapeutic 
models, from supervisors and other colleagues and it all comes back to the notion that 
that there is no one truth and we all have our unique world view. Every client I have 
met so far is completely different from the next and what happens in the therapeutic 
space is a co-creation based on intersubjectivity. Although I still struggle with 
terminology which compartmentalises people and at times reduces them into numbers 
or labels or definitions I am more able to understand the necessity to do so and I have 
even done it in this paper. It gives a name to a problem such as ‘chronic fatigue’ or 
‘depression’ which might facilitate understanding for both client and therapist. 
However I haven’t met two people with chronic fatigue or depression who present in 
the same way because of course they come for help and bring with them a lifetime of 
experience which situates them in the world and makes them and their difficulties 
unique.
The overriding feature which has existed throughout my training is that it does not 
matter which theory or therapeutic model I might have been using at the time when I 
shut the door and am in the room with the client; I am orientating myself towards 
them and trying to understand their perspective on the world and themselves in it. I 
am trying to develop an understanding of what is distressing them and why. Although 
at present I feel I am developing an integrative practice which has existential- 
humanistic roots this is still evolving as I am still working within the CBT framework. 
What informs my therapeutic practice are developmental attachment 
conceptualisations particularly keeping in mind cross cultural aspects. The fact that 
neuroscience is now adding credibility to theories of attachment make me more 
mindful when thinking about evidence based practice.
To establish and develop a strong therapeutic relationship and alliance in my practice 
is key, I think to building trust, providing a therapeutic frame which is containing and 
where I am able to maintain my use of self and where the client has the space to 
revolutionise their own inner life, if that is what they want. My role is ‘being with’ 
them so that they may gain awareness and insight. Therefore the more I practise the 
more I establish practice based evidence of what works.
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However I am very aware that with the settings and contexts I have worked in 
throughout the last three years at least ‘time’ is of the essence and the phenomena of 
‘outcome measures’ and ‘payment by results’ can reduce psychotherapy into a cost 
related endeavour where ‘funding’ of clients/patients treatment is a big priority 
because without that there is no therapy at least not in the public sector. My ovm 
therapeutic practice has been informed by thinking about the needs of the client and 
‘time limited’ therapy because in most cases this is what is offered in many settings 
and I am thinking of the word ‘compromise’ and how this has and might affect my 
work in the future and how this might impact the people who come for help.
I am aware of the power dynamic which exists within the micro - level of the 
therapeutic framework in practice to the macro level of government and society, this 
is something I try very hard to accept and work with ethically. I don’t pretend it does 
not exist because it is everywhere. I have difficulty seeing myself as an ‘expert’ 
although I do now have substantial knowledge and a fair amount of understanding. 
My aim is to work safely using the knowledge and skills I have. I have sometimes 
found it hard to say to a client “actually, I don’t know”. But I am developing a more 
comfortable position of not knowing and tolerating it in the therapy process.
Throughout I have used myself and my experiences to develop a better understanding 
of my therapeutic practice and get through difficult areas like doing research and I feel 
I am better prepared and have a greater understanding of research methods and 
research literature. Although I do not think I am at the stage of the Lotus Flower 
being in bloom, I understand the philosophy behind it and hope I can reach my 
psychotherapeutic practitioner potential some day soon.
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The Research Dossier
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Introduction to the Research Dossier
This research dossier comprises of three papers. The first a literature review written 
in the first half of the second year of training and whilst I was repeating a first year 
module here at Surrey University. The second and third are two research papers; one 
in the second half of the second year and one in the third year.
My literature review focuses on the impact of breast cancer and hair loss on issues 
relating to body image and identity. It discusses the use and impact of 
psychotherapeutic and complementary therapies which combine mind, body and touch 
as a way of providing a more holistic framework when delivering therapeutic 
interventions to individuals who experience a change of body appearance and chronic 
illness. My personal reflections on this paper are placed are placed in boxes 
throughout the text.
My first research project focused on women’s experiences of hair loss following 
treatment for breast cancer and their use of integrated mind and body interventions. 
This was a qualitative piece of research using Interpretative phenomenological 
analysis. My personal reflections in this piece are included within the appendices of 
this paper.
The second research project focused on how therapists with chronic disease and 
physical illness manage their own health status whilst working therapeutically with 
clients. This was also a qualitative piece using a constructionist grounded theory 
approach to data analysis. My personal reflections in this piece are included within 
the appendices of this paper.
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Year 1 Research:
The impact of changes to body image and self concept in women who 
have experienced chemotherapy induced alopecia following breast 
cancer and the impact of body therapies:
A Literature Review
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Introduction
Behind you r thoughts and feelings, my brother, stands a mighty commander, an unknown sage — he is 
called s e lf  H e lives in you r body, he is your bocfy.
(Nietzsche, 1961 [1883],: (62)
Prevalence of breast cancer
The pop singer Kylie Minogue was diagnosed with the early stages of breast cancer at 
the age of 38 and her diagnosis prompted women all over the world to be increasingly 
aware that breast cancer doesn’t just affect the older population. It was reported that 
the singer’s diagnosis of cancer led to an “unprecedented” 40% increase in bookings 
for breast cancer screening in Australia in 2005 with the message of the coverage at 
the time emphasising that early detection was critical for successful treatment and 
outcome (Chapman& McLeod et al 2005).
In the developed world today it is suggested that 1 in 3 individuals will develop cancer 
of some form in their lifetime. In 2004, worldwide cancer accounted for 13% of all 
deaths. Of these 519,000 were related to breast cancer with 44,000 cases in 2004 in 
the UK alone (Office for National Statistics (ONS), 2004). The most commonly 
diagnosed cancer in the UK in 2004 was breast cancer with approximately 125 women 
per day being told that they have the disease which reflects an increase of 25% in the 
last 25 years. To put this into perspective, with other cancers involving women there 
were 2,860 new cases of cervical cancer and 6,850 ovarian cancers in the same year; 
for cervical cancer this is about 55 per week (ONS 2004). Interestingly figures for the 
number of women who undergo mastectomy are harder to find; no cancer research or 
statistical information yield any figures except to show that Britain has a lower 
incidence than other countries in Europe (ONS 2004). In addition statistical data 
regarding the incidence of chemotherapy and radiotherapy is absent from oncological 
data.
In an age where there is so much focus on ‘the body’, especially the female form, 
having a diagnosis of breast cancer with its inevitable body changing treatments is 
often a devastating experience. In addition, it creates dilemmas because in order to 
make a full recovery medical treatment often involves invasive and intrusive physical 
interventions which can alter the body. Therefore, although the majority of women
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prioritise survival over appearance they are met with choices and decisions which can 
change their lives forever. The primary objective for the medical profession is cure 
and recovery which increases life expectancy. On the other hand, the process of 
intervention, cure, and recovery is one which affects women to the very core of their 
being and has an impact on mind and experience as well as the physical body. 
Dealing with diagnosis is one thing -  living with the consequences is quite another.
Most women experience many levels of loss and destruction of their bodies and deep 
experiential changes to their sense of self and social identity.
Marilyn French -  a literary critic describes how she felt after having chemotherapy 
and losing her hair: “Ife lt like a leper ”
and describes her feeling that: “I  really am not m e”... I ’m not inside m yself’. (Gwyn, : 
214 in Coupland & Gwyn 2003 )
Bredin (1999) Provides statements of women’s experience of a changed body after 
mastectomy and threats to perceived identity:
“I  suppose to an extent I  feel deformed.that is the best way to describe it
“I  don’t like it, that’s not me anymore”..I am different..I had the most 
rounded boobs and I  was proud o f  them, although they were big they were an 
important part o f my life and now they are gone and yes there’s loss there - 1 
feel diminished in some way but I  couldn ’t tell you in what way... incomplete I  
suppose you would say” (pi 117).
So although the body is implicated, it is the ‘whole’ subjective experience and the 
implications and impact on a woman’s sense of identity that is evident within the 
breast cancer ‘journey’ and therefore the whole being which affects the individual’s 
images of their body, linking inevitably to who they are and how life is lived 
thereafter.
Wahl (in Woolfe, Dryden & Strawbridge 2003, p592) argues that models of the 
‘body’ in psychotherapeutic practice are often regarded as having an ‘oddball status’
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and as outside mainstream therapy. The body is ignored when it comes to body- 
related clinical experiences and he argues that the body needs to come back into 
therapy. Indeed he argues that in western society there is still a tendency to separate 
mind-body-spirit and soul into isolated fields of enquiry whereby the body is usually 
the domain of medical practice and the mind the philosophical and psychological 
domain. Counselling psychology draws on the paradigms of humanistic theory 
derived from older traditions of existentialism and phenomenology. The core 
concepts of humanistic theory represent a broad framework for making sense of 
human experience through concepts of self and identity: personal agency and holism. 
The view of the individual is of a dynamic whole entity where body and mind are 
inseparable (Cain 2006) and where experiences are holistic and integrated. Despite 
counselling psychology aligning itself with these humanistic principles and ideals it 
has evolved and continues to grow within mainstream ‘talking therapies’ which have 
tended to deny or ignore the body within human experience. Holistic practitioners, 
argues Hollanders (2003 in Woolfe et al 2003), are concerned with body as well as 
mind within socio-economic contexts and culturally embedded beliefs as well as 
cognitive and emotional states within the internal world of the individual. Hollanders 
suggests that for a therapist to be truly holistic there will be a need to draw on many 
different disciplines and find ways of working within an ethical and coherent practice. 
Working holistically, argues Cadwell (1997), “means that any event that occurs 
impacts our whole being...healthy functioning is a physical as well as emotional, 
cognitive and behavioural experience and a dysfunction in any part of the organismic 
continuum will affect the whole system” (p9).
Breast cancer in women is becoming a common phenomenon and leads them to seek 
ways to cope and deal with the cancer and side effects which affect the whole body 
and cause psychological distress. Most commonly used treatments tend to separate 
mind and body and perpetuate a dualistic stance. Talking therapies address the mind 
and emotions whilst physical therapies address the body. A humanistic framework 
which addresses the individual as a dynamic whole could be considered important as a 
way of conceptualising the breast cancer experience as it impacts upon the self and 
body, body image and self identity. It has also historically included body related 
therapies within its approach as a way of addressing the dichotomy between mind and 
body.
77
Driven by public demand complementary and alternative therapeutic interventions for 
cancer patients are being offered not only in the National Health Service in the UK but 
in cancer centres funded predominantly by cancer charities. For example, Maggie’s 
Centre, The Haven, The Macmillan Butterfly Centre and The Mulberry Centre to 
name a few all offer therapeutic interventions for the wellbeing and recovery of cancer 
patients. These include body as well as talking therapies. This suggests that 
mainstream medicine is not fully fulfilling patient needs (Geffen 2010) and 
furthermore the increase in the demand for complementary and alternative 
interventions has thrust research into some of these therapies to a new level. In 
addition the National Institute for Health and Clinical Excellence (NICE) 2009 
guidelines in relation to oncology increasingly aim to provide an ‘integrated’ holistic 
approach to cancer care as it has recognised the increasing need by individuals for a 
more whole person intervention which addresses the whole cancer experience.
In this paper I examine the literature on the impact of changes to body image and self 
concept in women who have experienced chemotherapy related alopecia fi*om breast 
cancer treatment and the impact of body work therapies.
The following review will explore the impact of breast cancer chemotherapy on body 
image and self identity with a focus on alopecia and the role of alternative and 
complementary therapies, one of which is body therapy and massage. Definitions of 
body image are various and the literature encompasses detailed and heated debates 
and analyses as to what constitutes this phenomenon. Reviews of this literature can be 
found elsewhere (Grogan, 2007). For the current review, however, I will draw upon 
Grogan’s (2007) simple and pragmatic definition of body image as “a person’s 
thoughts and feelings about his or her body” (3).
78
Personal Reflections
In this article I  will present some reflections on my experiences not only o f  the process 
o f exploring the issues in this article hut also o f my personal processes and struggles 
to make sense o f  a cancer diagnosis and the subsequent treatment effects whilst 
drawing together the notions o f mind and body in therapeutic practice.
For most o f  my adult life I  have been fascinated by therapies which go some way away 
from mainstream thinking and traditional models o f  medicine to encompass the whole 
o f the human being and experience. That is probably why I  decided to pursue 
counselling psychology and also to qualify and practise as a massage therapist.
I  originally wanted to explore body work therapies partially because being a therapist 
myself I  have experienced the value o f  massage on the mental and emotional 
wellbeing o f  my clients. I  was also aware o f  a local primary care trust that has a 
model o f treatment and rehabilitation which it has implemented and which 
incorporates physical and psychological therapies in a mental health setting offering 
it to in-, as well as out-patients and in particular patients who have eating disorders 
and have issues around body image and touch.
When I  was diagnosed and treated for breast cancer I  discovered the use o f massage 
therapy as a beneficial intervention for the side effects o f  treatment and for  
rehabilitation within the health services and cancer charity centres. It was then that I  
decided to explore this client group and the notions o f  body image, se lf identity and 
touch interventions and specifically massage which was o f  personal value to me. And 
as a trainee counselling psychologist who espouses a humanistic approach and views 
the individual as a whole entity I  wanted to focus on something that may bring the 
body back into psychotherapeutic practice in an age in which touch is relatively 
prohibited yet essential for human development and wellbeing.
The impact of chemotherapy on body image and self identity
For thousands of women who experience breast cancer the changes to body 
appearance and experience as a result of radical surgery and invasive treatments are
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now commonplace (White 2004). In an attempt to improve life expectancy and 
ultimately to cure, these changes are not only necessary but vital, although, they may 
cause a great deal of distress and anxiety. Although more and more women have 
choices when it comes to treatment options, many know that the implication of body 
appearance change over survival is a small price to pay. However, these changes can 
and do have a dramatic effect on the thoughts, feelings and perceptions that women 
have about their bodies and ultimately about themselves, especially in western society 
where there is so much investment both socially and financially in the ‘body 
beautiful’. For women who choose to alter their body in an attempt to enhance their 
physical appearance through cosmetic surgery as a way to ‘normalize’ themselves, 
there is some question as to whether these types of procedures rectify psychological 
anomalies within one’s individual sense of self (Nau 2004). Many women are offered 
re-constructive surgery when they have a mastectomy. Interestingly not all women 
decide to go ahead with this and indeed for some re-construction at a later date are not 
seen as necessary or sufficient. On the other hand there must be some rationale for 
oncology professionals to consider that this is a valid option for the wellbeing of the 
patient.
Therefore the consequence of body changes due to a medical condition such as breast 
cancer and treatments can pose a great challenge to ‘images of body’ and indeed ‘self 
identity’ leading women to ask “who am I now? And how will it affect my life and 
relationships?”
Although body appearance changes during and post treatment may be temporary or 
permanent there is no doubt that there can be emotional consequences which are hard 
to cope with and manage. For some, there are lasting changes in the process of 
‘meaning’ and ‘self. White (2004) reports that for women with cancer, change in 
appearance is usually reported as more distressing than other side effects such as 
fatigue, insomnia and nausea.
Body image and the cancer experience
The last decade has seen a shift in emphasis to a wider ranging and broader interest in 
the general population in the changes people make to their bodies and the
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consequences of this, whether these changes are by choice, by necessity, or accident. 
The interest has become focused on why people make these changes, and how 
changes have an impact on mental and physical wellbeing. A relatively new challenge 
to body image is physical diseases and disorders which cause changes to appearance 
and functioning that can have profound effects on quality of life and social 
functioning. There is limited data regarding body image concerns in particular 
medical populations. However, Cash and Pruzinsky (2004) argue that generally it 
appears that only a minority of people report body image concerns; therefore there is 
no assumption that people suffering from a particular medical condition will have 
body image issues but it is suggested that it is important to assess individual 
experience. They also suggest that studies of body image function need to include 
body image evaluations specific to a particular disease or treatment process rather than 
measuring general body image, quality of life and body image effects and that there is 
still ignorance in the health professions as to the influence of body image issues on 
quality of life especially for individuals who are having treatment for medical 
conditions. Rybarczyk and Behel (2004) evaluated rehabilitation and body image in 
medical settings and agreed that body image is a critical element in an individual’s 
self concept. It plays a control role in the ‘adjustment process’ where people have 
experienced a change to their appearance although other more fundamental changes to 
self - concept take precedence over body image issues at times. They argue that a 
sense of self is central to recovery in the process of rehabilitation. A sense of a 
‘physical self is at the heart of this process.
Little has been studied in regard to the cultural aspects of body image change due to 
cancer and other diseases; according to Celio, Zabinski and Wilfley (2004) most 
research in this area concentrates on comparing groups of African American blacks to 
whites. The term white has been used to refer to European-American and/or 
Caucasian. In the past the literature has mainly been concerned with size, shape and 
attractiveness. The research in this area is concerned with satisfaction levels with 
regard to size and shape. It has been found that black people have a different 
perception of what is attractive with regard to the body. For this group a larger body 
size is more attractive and they do not mind larger self images. This is borne out in 
studies of self esteem ratings, as being bigger does not affect self esteem (Celio et al 
2004).
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Contrary to Cash and Pruzinsky, White (2004) suggests that people with cancer do 
experience appearance and body integrity concerns. Body integrity is defined as the 
‘incompleteness’ women may perceive after cancer treatments. Furthermore 
Hopwood and Maguire (1988) reported that 22% of women with breast cancer 
experienced ‘moderate’ to ‘severe’ problems with adjusting to a changed body image 
after surgery.
White puts forward the argument that with cancer patients psychological distress can 
be triggered by association of appearance-related changes and the cancer centre 
(hospital or hospice). This he argues can tap into pre-existing psychological disorders 
and the speed with which a change in appearance takes place can influence 
psychological adjustment. For example, the loss of a breast is immediate but the loss 
of hair is gradual. Women who have had a mastectomy often report difficulty 
adjusting not only to the loss of the breast but also in to wearing a prosthesis. White 
argues that chemotherapy is reported to affect facial and bodily difficulties such as 
weight gain, facial appearance as a result of corticosteroids and changes due to 
treatment induced menopause; for example body size and shape changes and activity 
levels which result in weight changes. Radiotherapy may result in changes in skin 
appearance among other effects. These alterations can all result in a change in self 
concept, self image and identity. They can and have been found to affect self 
confidence and esteem and overall feelings of wellbeing argues White.
What is of specific interest here is the strong body of emerging evidence which 
suggests that women’s experience of alopecia (hair loss) due to chemotherapy 
treatment has a great effect not only on psychosocial wellbeing but also on concepts of 
self and identity. In some instances the loss of hair is perceived as having more of a 
negative effect than losing a breast.
For example, in their study of women’s experiences of altered appearance due to 
chemotherapy, Harcourt and Frith (2008) found that it was the public visibility of 
alopecia which identifies the individual as a person with cancer which added to the 
existing psychological distress of having the disease. They argue that whether the 
change of appearance is temporary or permanent the impact is very similar. A key 
theme which emerged from these experiences was the anxiety of being recognised as a
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‘person with cancer’; with a suggestion that women can feel ‘marked out’ as different 
which results in uncomfortable interactions with others and the avoidance of them by 
others who do not know how to react. Furthermore the use of wigs and scarves 
minimise and protect the feelings of others towards them and reduce the social stigma 
of others perceiving them as different. Indeed Rosman (2004) argues that alopecia 
due to cancer treatment causes stigmatizing experiences in cancer patients. 
Friedman’s (1994) study of women’s experience of breast cancer found that the loss 
of hair is harder to handle than the loss of a breast because of its public nature and the 
feelings it engenders. These experiences also showed that hair loss was associated 
with a change in ‘concept of self and a ‘diminished self. This is also supported by a 
study carried out by Browall et al (2006) where hair loss was considered worse than 
losing a breast.
Lemieux, Maunsell & Provencher (2008) reviewed 38 studies on cancer related effects 
and quality of life in women with breast cancer. Quality of life measures included 
anxiety, body image, self esteem and social functioning. They found that hair loss 
was ranked among the most distressing and troublesome side effects of cancer 
treatment and was ranked the most important side effect with women describing it as 
‘traumatising’ and ‘distressing’. Hair loss was found to significantly affect 
perceptions of ‘sense of self and self esteem, and has also been associated with poor 
or decreased body image.
Hansen (2007) carried out an observational study in which women spoke to each other 
about their experiences and feelings with regard to their loss of hair during and after 
treatment. Women described this loss as a loss of ‘womanhood’. The use of wigs and 
make up was shown to minimise the stigmatising effects of hair loss but also served as 
an attempt to re-shape the body to conform to culturally specific aesthetic ideals. 
These practices, argues Hansen, also serve as an intervention in order to feel normal 
and to mobilise personal agency and regain their womanhood.
When I  first decided to explore the impact o f  breast cancer as a possible research 
project I  was just beginning an 18 week course o f  chemotherapy as a “precautionary” 
measure. I  had undergone two surgical procedures to remove a large tumour and
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was relieved that I  hadn’t lost my breast. I  was not expected to have chemotherapy 
as the oncologists seemed confident that as the cancer had not gone to my lymph 
nodes radiotherapy would be enough. I  fe lt confident that I  was handling the 
diagnosis fairly well and was determined to continue with my studies. I  had some idea 
with regard to the fa ll out’ o f having cancer treatments and like most women fe lt 
prepared for what was to happen and strong enough to cope. Researching this 
subject would, I  knew, be a challenge as it fe lt somewhat sensitive. I  wanted to 
explore the information and research to gain knowledge and understanding o f  the 
subject but I  also needed to know for myself and reading women’s experiences could 
be a comfort. On the other hand reading too much on the side-effects o f  treatment 
and the possible outcomes was scary and at times I  avoided information that fe lt ‘ too 
close for comfort ’.
In the process o f reading the literature, issues regarding the multidimensional areas 
o f social identity and body image came alive for me as I  began to experience this at 
first hand.
After some deliberation I  decided to accept that I  needed to have the chemotherapy 
because the tumour was far bigger than first thought and because o f  my age - 1 was 
under the age o f 50. I  went public with my diagnosis simply to prepare others fo r  my 
change in appearance. Within 3 weeks o f starting chemotherapy I  lost all o f  my hair.
I  rapidly began to put on weight as I  continued with the corticosteroids alongside the 
chemotherapy. My literature review was taking shape but I  was starting to have 
difficulty engaging cognitively with my work and with the people around me. I  found  
myself reading and forgetting large chunks o f information. I  really experienced at a 
deep level the changes taking place in my body and my mind. I  fe lt challenged but 
able to maintain my own mind-body integrity and manage my emotions.
It wasn’t until about 6 weeks into my treatment that I  noticed something had changed 
-  not necessarily in me but in other people’s reactions to me. For the first time in my 
life I  realised and experienced social stigmatisation. I  found that many people who 
had previously interacted with me quite naturally avoided me. I  had not lost a breast
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but I  had lost something which was very hard to define. I  think that when I  lost my 
hair and looked different that is when my connection to my social world got 
interrupted. With no eyebroM’s, eyelashes and with no hair on my head, I  did feel like 
a leper. Many people disappeared from my life at that time. I  realised how my own 
sense o f self and social identity was in the middle o f  a metamorphic change whether I  
liked it or not. I  had no control over what was happening to my body as a result o f my 
treatment but I  knew it was the only way o f  increasing my chances o f  survival. I  fe lt 
sad that I  had to find  out who my friends were in this way. Finding some meaning in 
all o f this was difficult. However what I  gained was a deeper understanding o f how 
my sense o f  body image, my own identity and interactions in my social world were 
linked and impacted my very existence.
Complementary and Alternative Medicine.
Complementary and Alternative ‘Medicine’ or CAMS, as it is referred to, is at it’s 
most basic level any therapy or the application of any approach to symptom relief or 
treatment that is used alongside or as an alternative to conventional mainstream 
medicine. The definition is applied in American and European countries although 
many of these remedies have been used in the east for centuries. ‘CAMS’ is regarded 
as a ‘catch all’ (Bassman & Uellendahl 2004: 3.) umbrella term for even well accepted 
practices and healthcare practitioners, many aligning themselves with a holistic 
approach to health and wellbeing. These include healthcare professions such as 
chiropractics, osteopathy, acupuncture, herbal medicine and also ‘therapeutic touch’ 
interventions such as massage, aromatherapy and reiki healing. In addition to these 
there are psychotherapeutic interventions or ‘talking therapies’.
In 2008 38% of all Americans used CAMS (National Centre for Health Statistics -  
NCHS 2008) and $27 billion was spent on products and services (Institute of 
Medicine 2005). According to the institute the use of CAMS amongst the cancer 
patient population in one cancer centre was as much as 88%.
It is also now recognised as an approach to treatment in the NICE guidelines (2004) 
and is more and more frequently being discussed in mainstream medical practice
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(Bassman and Uellendahl 2004) particularly in the oncology and specialist nursing 
fields even though it is frequently being accused of having no more than a placebo 
effect (Wilkinson, Barnes & Storey 2008). However, CAMS is rarely discussed in 
psychological journals and books even though in some aspects psychotherapy and 
counselling are considered outside of the mainstream. There are few if any 
psychology publications reporting CAMS research even though members of the public 
may be using CAMS to help them with distress and emotional issues; conditions like 
depression and anxiety which could be of interest to the psychotherapeutic 
community.
Bassman and Uellendahl (2004) have found in a survey that members of the 
American Psychological Association (APA) were interested in learning more about 
CAMS with many being in favour of or having a neutral opinion on its legitimacy; 
however half of the participants had neutral views regarding the ethical codes which 
might be unclear in relation to the use of CAMS in mental health practice, possibly 
because there is ambiguity about what it represents especially about the status of the 
word ‘medicine’ in C A Medicine’.
There has been a shift towards a greater understanding of mind-body connectedness in 
western societies which goes somewhat away from allopathic approaches mainly 
because of popular demand and the increase in research findings which have given 
more credibility to their use. In the USA, complementary and alternative healing 
models for conditions which could be treated by psychologists and psychotherapists 
are increasingly being used by consumers in combination with psychopharmacology 
and sometimes instead of it. Studies show that patients seek out CAMS for amongst 
other reasons -  psychological support and to adopt positive coping styles -  (Sparber et 
al 2000) and to pursue a holistic approach to their wellbeing.
A substantial number of cancer patients are seeking CAMS alongside their 
mainstream cancer treatment, especially in palliative care. Indeed cancer treatment 
itself very often results in mental as well as physical side effects which are not 
eradicated by the further courses of treatments that are often prescribed by doctors and 
therefore the needs of patients are not being fulfilled by conventional measures.
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In 2000 there was in the United States a major shift in the evolution of healthcare 
towards ‘integrated medicine’ integrating conventional and evidenced based CAMS 
therapies which could address the needs of the ‘whole’ person. Indeed the National 
Institute for Health and Clinical Excellence (NICE) (2009) for England and the 
Scottish Intercollegiate Guidelines Network (SIGNS) (2005) for Scotland have set 
guidelines which have instigated an integrated treatment approach to patient care 
within the National Health Service which makes extensive use of holistic methods of 
treatment. This has been taken up particularly with regard to oncology. This, it could 
be argued, is a result of the growing popularity of CAMS with 80% of cancer patients 
using some sort of CAMS (Lee et al 2008) (Geffen 2010). The most frequently used 
treatments are acupuncture, massage, yoga, and mind/body therapies which are often 
defined as ‘touch’ or ‘healing’ practices. Geffen (2010) suggests that although there is 
limited evidence that CAMS can improve chances of survival, there is a sense that 
people are trying to take control over their health and their lives which has been 
compromised by the diagnosis of cancer. Furthermore, a review of CAMS use by 
cancer patients across 13 countries found a mean use of 31% among these individuals 
(Ernst & Cassileth 1998).
In a pilot comparison study (Lee et al 2008) oncology doctors in the United States, 
China and Taiwan were asked about their opinions and practices of 
complementary/alternative medicine and conventional medicine in cancer care. This 
study hypothesised that the use of CAMS was more prevalently combined with 
conventional treatment in China and Taiwan than in the USA. It was found that in 
China and Taiwan oncologists more often communicate information about CAMS 
with their patients than US oncologists, although more oncologists in the US 
combined CAMS and conventional treatment in ‘curable patients’ than in China. This 
suggests that western medicine with an integrated approach is being operationalised 
with cancer patients and those that are either expected to survive or are disease free.
Not much is known about how cancer patients use particular CAM interventions and 
which they choose and why. Evans, Shaw, & Sharp, et al (2007) carried out a 
qualitative investigation into why men with cancer choose to use complementary and 
alternative medicine alongside conventional treatment. Moynihan (2002) (in Evans et 
al 2007) reported that men are “more reticent and less willing to discuss emotional and
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psychological issues” (p.518). The definition of CAMS in this study included the use 
of counselling and psychotherapy and ‘hands on’ treatments such as, massage and 
aromatherapy. It was proposed that men in this study were using CAMS as a response 
to psychosocial needs and to close the gap with regard to fulfilling those needs.
The participants gave a range of reasons why they chose to receive CAMS which 
emerged as 6 themes. One of these was the perception that conventional care did not 
adequately take into consideration the individual needs that they felt they had. 
Participants reported that they valued the ‘whole person’ approach with the emphasis 
on ‘self healing’ which complementary therapies provided. There was also an 
emphasis on the psychological, emotional or spiritual support which was experienced 
with a holistic approach. Although this study did not make specific reference to 
which therapy contributed to these attributions there was a report of a reduction in 
stress, anxiety and panic attacks where participants were able to experience a far 
greater degree of relaxation and peace of mind. Rather than be a passive recipient of 
treatment, they wanted to experience being an active participant in the proceedings. 
Clinical studies are often aimed at ‘symptom reduction’ for physical side effects of 
treatment (mainly pain) to prevent recurrence and to aid recovery (Ashinkaga et al 
2002; Hann et al 2005; Lengacher et al 2002; Nahleh & Tabbara 2003; Shen et al 
2002). However many studies suggest that one important reason people use CAM 
therapies is to deal with the psychological distress which is experienced not only 
during cancer treatment but for a long period afterwards. This has been found 
particularly in women with breast cancer (Bumstein 1999).
Although holistic systems of care are becoming a frequent subject for discussion in 
medical settings including oncology and CAMS, such discourses in psychology are 
usually the domain of health and social psychology; they are rarely mentioned in the 
fields of psychotherapeutic and counselling psychology.
It appears that people with cancer are pursuing measures to address psychological and 
emotional needs such as psychotherapy and counselling this also includes a wide 
range of interventions that not only encompass the notion of the ‘whole person’ but 
support the idea that individuals generally consider many ways to help themselves 
when the conventional biomedical model is perceived as inadequate.
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It appears that an integrated approach to treatment which addresses the individual as a 
holistic entity is beginning to take shape within health care in general and in cancer 
care in particular, even though many complementary and alternative ‘medicines’ or 
treatments have been around far longer than mainstream medicine. This is evident in 
the medical literature but is lacking in the psychological literature. And even though 
research in this area to establish what evidence can be found to support claims of 
physical and psychological efficacy is on the increase, this research is being carried 
out predominantly in medical settings within a ‘medical model’ framework. Many 
studies aim to find out what CAMS are being accessed and what effects they have and 
where it is found that particular therapies can play a role in patient care, this is 
producing further investigations.
Geffen (2010) recommends an integrated oncology for the whole person; a multi­
dimensional approach to cancer care, which has been driven by public demand in the 
United States. He proposes that the growing and evolving field of integrated medicine 
and oncology will move beyond the ‘integrative model’ to broader ‘whole-person’ 
care which will embrace “all dimensions of human experience”. He proposes a 
multidimensional model (MDM) which he describes as a “model of multidimensional 
care” (p. 105).
Geffen argues that although CAMS in the United States has entered mainstream 
medicine as an integrated system, particularly in oncology, it does not fully address 
the needs and concerns of the whole person. This is borne out in the paper ‘Cancer 
Care for the Whole Person: Meeting Psychosocial Health Needs” (p. 110 in Geffen) 
which attempts to engender a larger vision of cancer care. He suggests that the use of 
CAMS and conventional medicine is not co-ordinated. There is little direction about 
how patients use CAMS and doctors receive inconsistent support to encourage 
patients to use them at all. In practice, integrative approaches offer only “menus” of 
CAMS services and not often in a co-ordinated way. Most oncology programmes are 
primarily directed towards ‘ameliorating symptoms’ and improving quality of life and 
attention to the often overwhelming mental, psychosocial, emotional and spiritual 
concerns of patients is inadequate.
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Geffen (2010) goes on to argue that the cancer journey has multidimensional issues 
and concerns which are largely confined to the reductionist paradigm which misses 
the larger reality of what patients want, need and experience. He proposes a model 
which it is hoped will provide a more comprehensive and richer experience for all 
concerned in the cancer care landscape. It is multidimensional because he says “we as 
humans are multidimensional -  mind, heart and spiritual beings” (p. 112) in a physical 
body and therefore care is needed to address all dimensions. Geffen argues that 
mental, emotional and social aspects of wellbeing are ignored. The proposed model 
addresses psychosocial and physical elements exploring diet, exercise, and effective 
use of body therapies such as massage, reiki healing and yoga, together with 
emotional, conscious and unconscious processes which encompass the whole person.
Geffen proposes that what is needed is being rather than doing -  not giving advice and 
fixing the problem but being fully present with patients with an attitude of non- 
judgemental listening.
There are a large number of studies regarding CAMS use by women with breast 
cancer (Eschiti 2007; Bumstein 1999). In studies from 2002- 2006 around 70% used 
these interventions during or after conventional treatment and as time has gone on this 
figure has increased to in excess of 85%. The most commonly used methods have 
been found to be cognitive methods of psychotherapy, touch therapies and yoga. 
Quite often, however, this use is not communicated to doctors and other health 
professionals (Eschiti 2007). One of the predictors of the use of CAMS is depression 
(DiGianni et al 2003 in Eschiti 2007). Although in breast cancer survivor populations 
it is suggested that the use of psychological therapies relates to depression, there are 
no studies which explore the relationships between use of CAMs, psychotherapy and 
depression.
When considering women who have experienced breast cancer and treatments there 
are implications for mind as well as body. The alterations to body image may have an 
impact on self concepts and social identity which can create and compound 
psychological distress. In conventional medicine interventions although the mind is 
considered it is the body which is treated and although there is an aim to have an 
integrated approach there is a question over how tmly holistic these are and whether
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patients get their needs met in a way which addresses the whole of human experience 
and whether that is possible. The evidence suggests that women are pursuing 
complementary and alternative methods of treatment although it is not clear how and 
why they choose particular interventions and what the outcomes are of any ‘integrated 
treatment plan’.
In talking therapies the focus is on psychosocial wellbeing and there is little 
consideration of the relationship between mind-body and issues of body image in the 
breast cancer patient. Body therapies on the other hand claim to address the mind- 
body split in psychotherapeutic settings.
In the next section of this paper I will explore touch and the body in psychotherapeutic 
settings and the use of touch therapies, specifically massage, as a possible 
‘psychotherapeutic body-centred touch therapy’ intervention to address mind-body 
image issues for women coping with the impact of breast cancer effects.
Psychotherapy, the body and touch
“Perhaps we are doing our patients harm when we do not touch them? Certainly it is possib le  that the 
H ippocratic ‘g o o d ’ is thus not achieved. Who are we protecting when w e decant all o f  human 
experience into the verbal domain and outlaw the body — ourselves or the other? ’’
Clarkson (2009) 173.
There has been much debate about the use of touch within the psychotherapeutic 
space. Within psychoanalytical, humanistic and attachment traditions these debates 
never seem to reach any common ground because of negative evaluations placed upon 
issues of touch and of the different epistemological fi*ameworks which exist within 
psychology in general and in counselling psychology in particular which espouses an 
phenomenological integrated systems approach to practice .
The very nature of the psychotherapeutic endeavour is to create a holding, containing 
and safe environment where healing can take place and for the client to re-establish a 
developmentally needed inner transformation through the use of the therapeutic 
relationship. The fundamental emphasis is on the use of verbal and non verbal
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communication and there is very little concern with the contentious issue of touch and 
its place in therapy. Therefore, psychotherapy and counselling remain by and large 
“talking cures” Bonitz (2008).
The focus of past and current literature with regard to the use of touch remains 
therapeutic value and ethics. This permeates the literature on therapeutic practice, 
especially in the light of a cultural climate of litigation in western society.
Much of the literature in developmental psychology acknowledges the potentially 
powerful effect of touch for infant development. For example, Bowlby (1968) argued 
that for the infant touch is a basic need and that contact comfort leads to the affective 
bonding of mothers and infants which impacts the attachment and relational style of 
the individual throughout their lifespan. It was Spitz (1965) who said that infants 
would die without touch (1965); touch is “the mother of all senses” (Montagu 1971). 
On the other hand, there is difficulty in reconciling it as a tool in therapeutic practice 
therefore perpetuating a debate which is as alive as ever.
Professionals who touch their clients definitely exist. However it is more acceptable in 
some realms than others; for example; in massage therapy, chiropractic and 
osteopathy practices the use of touch is considered necessary and acceptable. The key 
to issues of physical touch in psychotherapy is the acknowledgement of the presence 
of the ‘body’ and the notion of the embodied self. To fully understand any patient or 
client the body is needed to transmit communication at all levels; to talk and listen; to 
hear utterances and to make contact through verbal and non-verbal gestures, to make 
evaluations of the client’s way of being at any given moment or the way they move 
and hold their bodies. The physical body is the most valuable, essential and necessary 
tool for communicating full experience subjectively and intersubjectively. 
Connections of relational depth are channelled through the use of the ‘whole’ working 
together, and yet in therapy making physical contact causes therapists to evaluate and 
re-evaluate on many levels in order to decide if there are benefits and whether those 
benefits outweigh any negative effects for them and their clients. Hetherington (1998) 
suggests that physical contact is a natural means of human contact and communication 
and argues that it is fundamental to health development. However, the use of touch in
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the psychotherapeutic encounter, it is argued, can compound the power imbalance 
which can lead to client exploitation.
Freud used his body and the body of his patients through the use of touch. However, 
he moved away from it to avoid negative stigma (Phelan 2009). The introduction of 
the ‘rule of abstinence’ coincided with the desire to establish scientific respectability 
for psychoanalysis at the turn of the century. Sandor Ferenzi who practised at the 
same time continued to use touch and the two disagreed on its necessity and use as a 
psychoanalytic technique. Ferenzi was using touch to hug and hold clients apparently 
to ‘repair’ early damage experienced by the client (Smith, Glance and Imes 1998). 
However, it is known that his integrity was compromised because of becoming 
romantically and sexually involved with female patients in his care which resulted in 
the beginning of opposition to the use of touch which indeed became an entrenched 
dogma (Jones 1955).
In a survey carried out by Timaver, smith and Foster (1996) 87% of therapists said 
they touched their clients and 85% hugged their clients. Strozier, Krzek and Sale 
(2003) found that 95% of social workers used touch at some point with clients and 
29% reported doing this ‘often’ or ‘very often’. ‘Touch’ is defined here as touching a 
hand, shoulder or arm, shaking hands, hugging, or holding hands.
In the humanistic traditions the use of touch has been greeted with more acceptance 
and is more commonplace than in other approaches. ‘Bodywork’, and ‘embodied 
psychotherapy’ are approaches which do not exclude the body and on the contrary 
include it within the therapeutic process. They are considered holistic in their nature 
and have embraced a humanistic psychology framework but would focus on the use of 
clients’ body and bodily responses as central to the therapeutic relationship.
These approaches include the work of Reich (Shaw 2003), Rolfs structural 
integration; Lowen’s bioenergetics; and Pierkkos who focused on how disturbances 
in psychological function have an impact on physical health (Phelan 2009).
In the United States members of the association for ‘body psychotherapy’ (USABP) 
use techniques which involve touch, movement, and breathing and propose that the
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use of touch has a “legitimate and valuable” (Phelan 2009 p. 100) role to play when 
skilfully used and with clear boundaries. They suggest, however, that its use requires a 
“high degree of internal clarit}  ^ and integration on the part of the therapist” together 
with appropriate training and supervision.
Caldwell (2002), argues that used in a positive way, touch is symbolic of ‘mothering’ 
and holds that as a way of communicating acceptance, touch can help address negative 
feelings within the client; such as self loathing.
When viewing the individual as a whole and considering psychological phenomena as 
integrated and holistic, what needs to be taken into account is the notion of mind and 
body. It could be argued that by denying the importance of the body through the use 
of touch one actually perpetuates a dualist epistemology in the psychotherapeutic 
field. Furthermore it could be argued that one is then complicit with the medical 
model discourses which have traditionally divided one from the other, with 
counselling psychology in particular espousing a philosophy of holism and 
intersubjectivity and refuting the natural science model. And although body 
psychotherapies exist, they do not often enter psychotherapeutic and counselling 
psychology narratives.
I  have noticed in my training so far that the body is left out o f  the psychotherapeutic 
discourse within the teachings unless the issue o f touch is debated. And then the 
discussion is centred on the question o f  whether we as therapists touch or not and 
whether there is legitimate reason for it in practice. However, as we as humans feel 
everything through our bodies and in relationships with others from the beginning o f  
our lives - some receiving touch as infants more than others -  there seems an obvious 
split. I f  therapy is to be a holistic endeavour then the mind-body dichotomy needs to 
be discussed in greater depth. My appearance and how the change to it impacted how 
I fe lt about myself was the subject o f  discussion in my personal therapy. I  also pursed 
other interventions which helped me personally cope with the physical and 
psychological effects. It seemed to me that my rehabilitation process needed to 
address my thoughts, feelings, emotions and my altered body in order to go some way 
to improving my feeling o f social isolation and stigmatisation. This guided my
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research process and led me to realise that losing my hair and being perceived as 
different by others made the social world more a threat to identity than the disease 
and the treatment itself This has developed into being more focused on the impact o f  
hair loss and the interventions which could be used to address the body and hence the 
mind.
Massage Therapy
The most common of the complementary interventions used by women with breast 
cancer is the use of touch therapies. These have been reported to be the most 
commonly used CAM in the United Kingdom and in the National Health Service for 
patients with breast cancer (Wilkinson, Barnes and Storey 2008), and according to 
research are the fastest growing in the CAM movement with an increase in the take up 
of such interventions of 36% between 1990 and 1997 (Moyer et al 2004).
Massage is defined as the manual manipulation of soft tissue; and although there are 
various forms, all take into consideration the use of ‘interpersonal and therapeutic 
touch’ using soft tissue manipulation. After many years of massage therapy falling 
out of favour with the medical establishment, physician Johann Mezger re-introduced 
it into the scientific community in the latter part of the 19^  ^Century. It has in the past 
been met with concern and scepticism in cancer care for its potential negative 
outcomes for individuals with cancer (Curwin & Meister 2008). However the use of 
massage therapy and the research into its effects with cancer patients including breast 
cancer has primarily been concerned with the effect it has on physical side effects of 
treatment especially in palliative care and most studies have adopted a quantitative 
approach.
However, studies across many fields including psychology demonstrate its therapeutic 
value. In particular Field (1998) has carried out many studies which attest to its 
effectiveness for clinical conditions such as depression, (Field, Grizzle, Scalfidi & 
Schanberg 1996; Field, Sunshine, Hemandez-Reif, et al 1997), anxiety, (Field, 
Ironside, Scafidi, et al 1996; Field, Morrow,Valdeon, et al 1992), eating disorders 
(Field, Schanberg, Kuhn, et al 1998; Hart, Field, Hemandez-Reif, et al 2001), PTSD,
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autism, (Field, Lasko, Mundy, et al, (1986), and ADHD. (Abrams 1999). Interestingly 
more recently research has been focused on the treatment of cancer (Weinrich & 
Weinrich 1990) in particular breast cancer (Sturgeon, Wetta-Hall, Hart, et al (2009). 
It is also interesting to note that Tiffany Field’s Touch Research Institute is noted for 
its work with baby massage and the effects it has on young infants. Recently in the 
United States the National Institute of Health has begun to fund research into massage 
therapy and furthermore a report from the House of Lords select committee (2000) 
recommended that CAMS practitioners must ensure that therapeutic claims for 
interventions are supported by quality evidence of its benefits.
The National Institute for Health and Clinical Excellence (NICE) 2009 for England 
and the Scottish Intercollegiate Guidelines Network (SIGNS) 2005 for Scotland have 
set guidelines to instigate an integrated treatment approach to patient care within the 
National Health Services which make extensive use of holistic methods of treatment. 
This has been taken up particularly with regard to the service of oncology. This has 
extended and increased the attention on research into interventions such as massage 
and aromatherapy as there has been consistent evidence of their efficacy in countering 
physical side effects.
Studies to examine the efficacy of massage with cancer patients are very often 
undertaken during treatment or in palliative care. In fact 70% of patients in palliative 
care are offered massage and aromatherapy for physical and psychological symptoms, 
(Soden et al 2004).
Most theories in the literature which seek to explain the role of massage appear to 
relate to physiological and mechanical processes and how effective massage is at 
reducing physical pain, increasing relaxation and mental performance and improving 
sleep.
Moyer, Rounds and Hannum (2004) carried out a meta-analysis on 37 quantitative 
studies of the effectiveness of massage therapy. They viewed the commonly reported 
MT effects in physically mature individuals aiming to unite studies across various 
different scientific disciplines including psychology. They sought to measure more
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accurately true effects by limiting studies which used ‘between group designs’ so as to 
minimise bias which would permit strong causal claims. Of these studies, Moyer et al 
argue that most focus mainly on measuring the activation of physiological processes 
and that not enough attention is paid to the “interpersonal attention” of the recipient of 
the treatment and their experience. In other words, not enough information and data is 
collected to explore the experiences of these recipients when it comes to the benefits; 
they argue that in most cases the recipient of the treatment is seen as a “nuisance 
variable” (p5) and any benefits seen are attributed to the specific techniques of the 
massage rather than to any interpersonal attention received by the 
recipient/participant. They maintain that the role of interpersonal attention and the 
effects of massage are not well understood and that few studies have explored this as 
an independent variable.
In this meta-analysis -  ‘single dose effects’ and ‘multiple dose effects’ were explored; 
i.e. one session of treatment versus more than one. The analysis supported the case 
for effectiveness of MT by reporting significant results with single and multiple 
sessions involving both physiological and psychological effects. With a single session 
‘state anxiety’ was reduced. Multiple sessions (i.e. a course of treatment) when 
assessed either several days or weeks later had significant effects on ‘trait anxiety’ and 
depression, which had the largest effect sizes. It was reported that participants 
experienced a reduction in the level of ‘trait anxiety’ 77% greater than that of the 
comparison group and a reduction in depression 73% greater than that of the 
comparison group. Moyer et al suggest that these figures are comparable with meta­
analyses focusing on efficacy of psychotherapy. When considering these together 
they argue that the effects of massage are similar to those of psychotherapy and if MT 
is as effective as studies are beginning to suggest, it will be expanded beyond private 
practice into hospitals and “psychological treatment centres” (p4). Although this 
study includes 2 studies of cancer patients, neither of these focused on breast cancer 
patients.
Few experiential studies carried out to evaluate the touch intervention of massage with 
breast cancer patients have focused on the subjective experience and the implications 
for self perceptions of body-mind interaction and embodiment. However, Billhurt et 
al (2007) carried out a phenomenological study of women receiving massage as an
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intervention during intravenous chemotherapy treatment. They found that the 
experience of massage during chemotherapy was perceived as transforming a negative 
experience into a positive one. It also went some way to counteracting negative 
thoughts and feelings about their bodies. There was also an acknowledgement of the 
person carrying out the intervention with an emergence of affirmation and 
confirmation that participants could be touched in the light of changes to the body:
“ What Ifeel is that I  really get confirmed when someone touches me.... I  really get 
taken seriously because they even want to touch me, you know, I  feel ugly with no 
eyebrows, or eyelashes. Someone wants to touch me even though, right now, I  feel 
really ugly ...touching me with no conditions”
(Billhult et al 2007). p93.
Bredin’s study (1999) found that when massage was used as an intervention what 
emerged was a multi-dimensional nature to the women’s experiences, which are 
described as “complex and overlapping” (p 1118). She suggests that women’s 
subjective body experience and ‘shocking’ emotions can be too shameful to voice and 
in some cases literally beyond words and argues that a ‘body-centred approach’ which 
includes massage could be of value for women who have experienced an altered body 
image.
It appears that massage as an intervention for women who have, or have experienced 
breast cancer and who have experiences of changes to the body can not only find 
some relief to psychological distress but also take some personal meanings from the 
experience which interacts with their sense of self. There is also a suggestion that 
there is an interpersonal interelational aspect to these kinds of interventions which 
may be of interest in the psychotherapeutic field in general and in counselling 
psychology in particular. The reasons for this are threefold. Firstly, whilst the body 
seems to remain the domain of the medical profession it cannot be ignored or 
minimised psychotherapeutically as it is inseparably linked to concepts of self and 
identity and in turn implicates the lived experience and lived world of the client. The 
person lives through their body and therefore anything that impinges on it will have an 
impact on all areas of one’s life. What is experienced by the body impacts all areas of 
the mind. Or to perceive it another way, mind and body are one. The lived body is
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lived through experience. In psychotherapy although the body is acknowledged it is 
the forgotten part of the lived experience of the client and therefore denies a holistic 
entity and embraces a separation of the mind body dualistic entity which it so often 
accuses the bio-medical model of perpetuating. Secondly, the individual needs to be 
considered as developmental in nature as existing in process with another. This notion 
considers touch not only as a means to healing but as a means to fostering the 
developmental process and the intervention of massage as a tool to do this through the 
interaction with another; who is acting with good intent. Or it could be argued there is 
a therapeutic process taking place which is intersubjective in nature where individuals 
can re-connect with their experiences of dys-embodiment. “I exist for myself as a 
body known by the other”: 351, (Sartre 1969). As Sartre suggests existence of myself 
is known through another and co-exists between others. The heart of this is the notion 
that physical touch is a way of connecting people and experiencing an embodied 
existence. Thirdly, counselling psychology embraces an eclectic integrated approach 
to practice which at its heart is concerned with the whole person. And although the 
humanistic framework espouses the use of body and is open to including the body, 
counselling psychologists rarely include body related issues beyond asking ‘ do we as 
therapists touch or not?’. The ethical considerations cloud notions of embodiment.
This literature review has bought together issues which are related to the body and 
which affect mental and emotional wellbeing with regard to altered body images and 
social identity in women who have experienced hair loss as a result of chemotherapy 
treatment. It is proposed that the intervention of touch in the form of massage (which 
evidence suggests has an impact on the thoughts, feelings and emotions of the patient) 
could be a tool for addressing the mind-body dichotomy in psychotherapeutic practice 
as a form of body work therapy. It is further proposed that an investigation take place 
exploring women’s experiences of touch interventions and whether these have any 
place in the treatment and rehabilitation of psychological wellbeing of women who 
experience an altered body image due to cancer treatment.
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Appendix 1 
Literature Searches and Research Resources
Resources Used:
Internet Sites
Surrey University databases 
Books via e-books systems.
General information for cancer patients produced by cancer charities.
Google and Google Scholar:
General search terms used to find relevant research data worldwide. For example, 
general search terms: Breast cancer research, breast cancer, body image, self concept, 
social identity, women with cancer, prevalence of breast cancer; chemotherapy, 
radiotherapy, psychosocial elements of breast cancer treatments, changes to body in 
breast cancer, massage therapy for cancer patients, touch therapies, complementary 
therapies for cancer patients.
For any articles which seemed in some way relevant I would try to access the full text 
through Google or the online journal database at Surrey University.
I used my ‘Athens’ password to access full texts of these articles. In the majority of 
cases I was only able to access abstracts. This resource also gave useful web sites for 
information about cancer data and national guidelines etc.
Surrey University Web databases:
Databases used: For general and specific information searches:
Ebscohost databases: Psychbooks, Psycharticles, Intemurse, Wiley online data, 
Ingenta Connect, Informa World, Pubmed Central, Sage Online, Sage Reference, 
Ovid Online, Project Muse.
Science Direct, Royal Marsden Manual online, NHS Evidence Information Resources, 
Psychology and Behavioural Sciences collections.
109
In the Ebscohost database the psych-books, psych articles, British nursing index, 
psychinfo, psychology and behavioural sciences collection, and Medline databases 
were used to search most psychology and oncology related research. Medline and 
some of the nursing index databases were unable to offer full text and only produced 
the abstract, but once I had found relevant information I was able to search the 
journals for the full text.
Online Journals:
These included: Psycho-Oncology, Psychological Medicine, Psychologist, Psychology 
and Health, Psychology and Psychotherapy, research and practice, cancer journals for 
clinicians. Psycho-somatic Medicine, Cancer Nursing, Cancer Nursing Practice, 
Oncology Nursing Forum, Journal of Consulting and Clinical Psychology, British 
Journal of Health Psychology.
I searched any articles relating to research into: counselling psychology, counselling, 
psychotherapy, body image, body image concept, altered body image, social identity, 
body work therapies and complementary therapies, experiences of cancer and terms 
relating to massage therapies. This was more useful than searching some journals 
individually. Advanced searches were more useful at identifying more focused 
material.
The databases relating to nursing eg, Intemurse were useful in locating research 
information on integrated methods of treatment, cancer related studies and 
complementary methods.
Individual joumals were also helpful in finding research information relating to 
clinical psychology and nursing with a focus on cancer patients and psychological 
interventions.
I did not find the NHS resources website very useful as it did not yield very much at 
all.
Example searches:
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On Ebscohost: to include psych-articles, information, books, medline, and nursing: 
Search terms entered:
Breast cancer, psychotherapy, clinical psychology =122 results +
Body image =10 results.
Clinical psychology, hair loss, interventions = 30 results.
An advanced search:
Psychotherapy, breast cancer, women, and counselling reduced results to = 10 (where 
4 were saved for further use).
Psychology, psychotherapy, breast cancer, identity = 511 results reduced to 61 when 
adding hair loss, and then 9 by adding body image.
Using the Science Direct database:
An advanced search on the search terms:
Breast cancer and body image = 30 
Breast cancer and self concept = nil.
Breast cancer and experiences = 30.
Ebrary Electronic Books:
Used to search for literature on: body image, self identity, breast cancer experiences, 
specialist nursing information, oncology, psychotherapeutic, body work, massage, 
touch therapies, complimentary therapies.
Booklets and Online charity information:
Eg, Macmillan Cancer Support, Cancer Backup, The NHS Foundation Trust, Royal 
Marsden Hospital, Breast Cancer Care.
Other Sources
Cancer information produced by cancer charities in conjunction with The Royal 
Marsden Hospital.
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Published in association with the Society for Psychotherapy Research 
Publication Frequency 
6 issues per year
Instructions for authors
This journal uses ScholarOne Manuscripts (previously Manuscript Central) to peer 
review manuscript submissions. Please read the guide for ScholarOne authors before 
making a submission. Complete guidelines for preparing and submitting your 
manuscript to this journal are provided below.
The instructions below are specifically directed at authors who wish to submit a 
manuscript toPsychotherapy Research. For general information, please visit 
the Author Services section of our website.
Psychotherapy Research considers all manuscripts on the strict condition that 
they have been submitted only to Psychotherapy Research, that they have not 
been published already, nor are they under consideration for publication or in 
press elsewhere. Authors who fail to adhere to this condition will be charged with 
all costs which Psychotherapy Research incurs and their papers will not be 
published.
Contributions to Psychotherapy Research must report original research and will 
be subjected to review by referees at the discretion of the Editorial Office
Taylor & Francis makes every effort to ensure the accuracy of all the 
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Manuscript preparation
Important note: Ethical and legal considerations require careful attention to the 
protection of a patient’s anonymity in case reports and elsewhere. Identifying 
information such as names, initials, hospital numbers, and dates must be avoided. In 
addition, authors should disguise identifying information about the characteristics and 
personal history of patients. Manuscripts that report the results of experimental 
investigations with human subjects must include a statement that informed consent 
was obtained after the procedure(s) had been fully explained. Where children are 
involved, authors are asked to include information about whether assent was also 
obtained from the child’s legal guardian.
1. General guidelines
Papers are accepted in English, French, German, Spanish, Italian and 
Portuguese. American English spelling and punctuation is preferred.
There is no word limit for articles.
Manuscripts should be compiled in the following order: title page; abstract; 
keywords; main text; acknowledgements; appendixes (as appropriate); references; 
table(s) with caption(s) (on individual pages); figure caption(s) (as a list).
Abstracts of 100 words are required for all papers submitted.
Keywords are not required for this journal.
Section headings should be concise.
Biographical notes on contributors are not required for this journal.
For all manuscripts non-discriminatory language is mandatory. Sexist or racist 
terms should not be used.
Authors must adhere to SI units . Units are not italicised.
When using a word which is or is asserted to be a proprietary term or trade 
mark, authors must use the symbol ® or TM.
2. References
References should be listed alphabetically at the end of the article and referred 
to in the text by name and year in parentheses.
When a work has at least three authors but fewer than six, all authors’ names 
are given at the first citation in the text; thereafter, only the first author’s name is
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given, followed by et al. When a work has six or more authors, cite only the name of 
the first author, followed by et al., for the first and subsequent citations. The 
reference list should contain all authors’ names as well as titles of papers.
Description of the Journal's reference style , Quick guide . Visit CiteRefs for 
assistance in ensuring accurate referencing according to APA style.
3. Figures
Figures (photographs, drawings, diagrams, and charts) are to be numbered in 
one consecutive series of Arabic numerals and should follow the tables, or again be 
uploaded as separate files. The captions for figures should be listed separately, either 
at the end of the main document or when prompted on file upload if separate files.
Photographic images should be of high resolution, showing high contrast.
Drawings/graphs should be prepared electronically, with sharp lines wide 
enough to reproduce well when copied (1/4 point or larger). Whenever possible, 
figures should be submitted in the size they will appear in the journal (maximum 
width of 5-1/2 inches or 12-1/2 cm) or in a size that can be reduced to that width 
without losing clarity.
4. Tables
Tables should be numbered and referred to by number in the text in order of their 
appearance. Each table is to be included on a separate page after the references, or 
uploaded as a separate file; tables should not be integrated into the text.
5. Reproduction of copyright material
As an author, you are required to secure permission to reproduce any proprietary text, 
illustration, table, or other material, including data, audio, video, film stills, and 
screenshots, and any supplementary material you propose to submit. This applies to 
direct reproduction as well as “derivative reproduction” (where you have created a 
new figure or table which derives substantially from a copyrighted source). The 
reproduction of short extracts of text, excluding poetry and song lyrics, for the 
purposes of criticism may be possible without formal permission on the basis that the 
quotation is reproduced accurately and full attribution is given.
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http://ioumalauthors.tandf.co.uk/nreparation/permission.asp
Copies of permission letters should be sent with the manuscript upon submission to 
the editors.
Copyright permission letter template
6. Informed consent
Manuscripts must include a statement that informed consent was obtained from 
human subjects. Authors should protect patient anonymity by avoiding the use of 
patients' names or initials, hospital number, or other identifying information.
7. Code of experimental ethics and practice and confidentiality
Contributors are required to follow the procedures in force in their countries which 
govern the ethics of work conducted with human or animal subjects. The Code of 
Ethics of the World Medical Association (Declaration of Helsinki) represents a 
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For human subjects or patients, describe their characteristics. For human participants 
in a research survey, secure the consent for data and other material - verbatim 
quotations from interviews, etc. - to be used. Specific permission for any facial 
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which the possibility of identification exists. It is not sufficient to cover the eyes to 
mask identity.
It is your responsibility to ensure that the confidentiality of patients is maintained. All 
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Year 2 Research:
Humpty Dumpty and the elephant in the room
Exploring women’s personal experiences of alopecia following chemotherapy 
treatment and the use of integrated mind and body therapeutic interventions 
when they have had a diagnosis of Breast Cancer.
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Abstract
Alopecia is a common side effect of chemotherapy treatment for breast cancer. An 
integrated approach now exists in oncology whereby patients can access a wide range 
of complementary therapies alongside conventional medical treatment for cancer. In 
this study two interventions were considered; that of psychotherapy and therapeutic 
massage. Psychotherapeutic interventions consisted of counselling and group work; 
massage interventions considered a range of treatments for example massage, 
aromatherapy, reflexology and shiatsu. The research aims to gain a greater knowledge 
and expand our understanding of hair loss as a result of breast cancer treatment and 
their use of integrated mind and body interventions which include an element of 
touch. The ultimate objective is to aid the work of health professionals involved in an 
integrated approach to clinical practice and open up further discussions with regard to 
body and touch in psychotherapeutic practice especially.
Five women with a breast cancer diagnosis who have undergone chemotherapy 
induced alopecia were interviewed using in depth semi structured approach using IPA. 
Themes emerged as: ‘It’s more than just hair loss’, ‘living in limbo’, and ‘searching 
for a new connection of a new self. These themes demonstrate that hair loss is 
symbolic of losing a sense of social and cultural identity which results in a feeling of 
disembodiment. Integrated interventions were conveyed as verbal and non verbal 
means of searching for, communicating and reintegrating an embodied sense of self.
Key words: Breast cancer, hair loss, integrated therapies, therapeutic massage, 
psychological interventions.
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Maggie’s Centre for also supporting my research efforts, give their time, and allowing me to use the 
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Introduction
Psychotherapy and the body
In recent years the physical body has received more focus in psychotherapy practice 
and research [1]. The ‘Body Psychotherapy’ field had until recently experienced a 
renaissance with the establishment of the ‘Chiron’ approach [2] and others [3] in an 
attempt to include the body in an integrated practice which can be considered holistic 
and which closes up the mind-body dualistic epistemology in clinical practice. Body 
Psychotherapists often argue that it is taken less seriously than traditional approaches 
and often regarded critically, with ‘alternative’ applications or ‘therapies’ for example 
reichian, rolling and shiatsu methods considered ‘fringe’ approaches. Wahl (2003) [4] 
also suggests that the body is still accorded ‘oddball status’ (p 592) despite these 
attempts to reinstate the body. He argues that the body is ignored when it comes to 
body-related clinical experiences and that body and mind remains split into isolated 
fields of enquiry where the body is the domain of bio- medical interventions and 
practice and the mind a philosophical, psychological domain. The danger is that the 
body is then denied [5] as integrative to embodied intersubjective experiences. This 
has implications for clients receiving traditional psychotherapeutic interventions 
whose bodies are part of the presenting issue in practice and who may benefit from 
body-orientated clinical interventions which require a focus and awareness of it in the 
process of therapy. For example chronic diseases and life threatening illnesses like 
cancer, rheumatoid arthritis, chronic fatigue syndrome and fibromyalgia affect all 
aspects of human experience through body perceptions, especially when there is loss 
of bodily integrity and a change of body image through disease, deterioration and 
conventional medical treatment [6, 7, 8].
The body psychotherapy community also has a split within its positioning in that their 
allegiances to the body are divided between those who touch their clients and those 
who do not. Literature with regard to ‘Body Psychotherapy’ suggests that over half of 
therapists choose not to touch their clients [9, 2] suggesting that touching the body is 
still a taboo even within the context of focusing on the body. Legitimate arguments 
exist with regard to the touching of the body in psychotherapeutic practice [10]. 
However, little empirical research exists on the efficacy of body psychotherapies
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which makes claims for legitimacy reliant on findings from neuroscience. See [11], 
for examples.
Complementary therapy and the cancer patient
With the increase of the incorporation of complementary therapies into mainstream 
health care services an ‘integrated’ approach has developed in oncology practice as a 
general trend [12]. The concept of ‘integrated medicine’ within conventional care 
settings is gaining respectability and support, with ‘holistic’ care being demanded by 
patients [13, 12, 14, 15]. Complementary therapies (which are defined as the 
application of any approach to symptom relief or treatment intervention that is used 
alongside conventional mainstream medicine) are interventions being recommended 
and used as part of this integrated approach [13, 12]. It is currently recognised in the 
National Institute for Clinical Excellence (NICE) guidelines (2004) [16] that patients, 
particularly in palliative care should be offered a range of interventions to meet their 
needs “where there is evidence” (NICE p i2). Amongst these, psychological and 
physical interventions are used in this context. Although psychotherapies have a long 
history of use in health care settings they are considered complementary to 
conventional treatment in cancer care [17, 18]. It is stressed that these are used in 
addition to rather than as a replacement for orthodox cancer treatments. According to 
NICE the most widely used are psychological and touch therapies. Indeed 85% of 
British cancer sufferers [19] want complementary therapies to be offered as part of the 
service of cancer care centres which is consistent with 88% in the United States who 
actually use them [20].
The most commonly diagnosed cancer in the UK is breast cancer, with approximately 
48,034 new cases reported in 2008; 99% of these being in the female population [21]. 
The most commonly used complementary interventions used by women with a breast 
cancer diagnosis are touch therapies [22] which according to research are the fastest 
growing in the complementary therapy movement with an increase of 36% between 
1990 and 1997.
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Breast cancer and the body
For many women who receive a breast cancer diagnosis its impact have physical and 
psychological side effects. As it is commonplace [7] it can pose great challenges to 
body image, self-concept and social identity. Research findings suggest that 
chemotherapy-induced hair loss is considered to be the most important side effect of 
chemotherapy, often named as ranking among the first three for these patients [23, 
24], and, that it can often lead to refusal of chemotherapy [25]. Empirical research 
findings suggest that hair loss causes the greatest emotional distress and trauma [26] 
and can have a dramatic impact on body image [27] and [8]. Baxley [28] examined 
the relationship between chemotherapy induced alopecia and body image and found a 
significantly lower body image in patients with alopecia than in those with no 
alopecia.
Psychotherapeutic and physical interventions for breast cancer patients
Studies have shown that psychotherapeutic interventions for cancer patients focus on 
concepts of coping processes, and the reduction of emotional symptoms like 
depression, anxiety and stress; in addition to mindfulness relaxation techniques [29]. 
Group support, support expressive group therapy and cognitive behavioural group 
interventions all have a role to play in ameliorating psychological distress in breast 
cancer patients [30, 31]. However, research findings including randomised control 
trials have produced mixed results. Antoni et al (2006) [32] found positive benefits 
for a range of group interventions whilst others [33] found little psychological effect 
in long term group therapy in breast cancer patients. Interestingly, Newell [34] argues 
that psychotherapy alone does not appear too effectively and sufficiently reduce 
psychological distress amongst this population. Few studies have investigated 
women’s experiences in this context. Little attention has been paid to psychological 
interventions and the hair loss patient.
Although therapeutic massage has a long history, empirical research is still in its 
infancy. It has in the past been met with concern and scepticism in cancer care for its 
potential negative effects and the claims that it spreads the disease and will have 
negative outcomes for individuals [35]. In light of the development of an integrated
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approach in oncology the intervention of touch is developing respectability although 
studies have maintained that there is not enough evidence to suggest the short and 
long term effects [22]. Nevertheless research studies have argued for its efficacy for 
reducing anxiety and depression [36, 37] and more recently with cancer patients [38].
Moyers (2004) [39] meta analysis of 37 studies of touch found reductions in trait and 
state anxiety over single and multiple doses as well as large effect sizes on depressions 
scores. They propose that the use of massage has effects comparable to the effects of 
psychotherapy and argue that within massage research the experience of the 
recipient’s are seen as a ‘nuisance variable” (p5) as any benefits should be attributed 
to specific techniques of the intervention rather than any interpersonal attention 
received by the recipient. Fields’(2009) [40] studies examining the combination of 
talking and touch therapies found successful reductions in anxiety and depression 
scores with a greater percentage of women finishing psychotherapy when they had the 
physical intervention.
There have been few experiential studies carried out with breast cancer patient’s 
exploring these two interventions integrated with conventional treatment where there 
has been an altered body appearance. Bredin (1999) investigated the experience of 
therapeutic massage with mastectomy patients suggesting that women’s subjective 
body experience and emotions can be too shameful to voice and in some cases is 
beyond words. She argues for a “body-centred approach” (pi 119) which could be of 
value for women who have experienced an altered body image.
Few if any studies have been carried out to explore and evaluate women’s experiences 
of these two interventions within a context of an integrated framework when an 
alteration to body appearance has been experienced. The research aims to gain a 
greater knowledge and expand our understanding of hair loss as a result of breast 
cancer treatment and their use of integrated mind and body interventions which 
include an element of touch. The ultimate objective is to aid the work of health 
professionals involved in an integrated approach to clinical practice and open up 
further discussions with regard to body and touch in psychotherapeutic practice 
especially.
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Personal reflections
Within this document I  present some reflections o f  the processes I  experienced whilst 
undertaking this piece o f research, ff^at led me to the subjects that this study 
encompasses was the combination o f  factors relating to my own personal current and 
past experience and the increasingly obvious lack o f  acknowledgement o f  the physical 
body in psychotherapeutic practice in psychology. In my undergraduate degree in 
Psychology and counselling the teaching very much encouraged me to jive in my 
head' so to speak. There was rarely any discussion with regard to the body apart 
from area’s o f  a gestalt framework was the body mentioned. Indeed whilst I  was 
working towards my degree I  qualified in therapeutic massage so that I  could realise 
a life long interest in the workings o f mind and body. Collectively these two areas o f  
interest rather than keep them separate I  found myself becoming more inquisitive 
about how they might work together in psychotherapeutic practice. I  had some idea 
from my own massage clients that I  was frequently drawn to the idea that touch has 
relevance to an individual that goes beyond the physical and the process o f  massage 
goes beyond muscles and the relief o f  pain and tension. I  therefore was drawn to the 
‘psychology o f  touch ' which became more relevant especially in light o f  the debates 
around it in psychotherapeutic practice. This curiosity developed in post graduate 
training where there is little reference to the body and touch unless it is 
conceptualised in terms o f disability and the ethical issues surrounding touch. I  
therefore decided to develop this idea through research.
When at the end o f20091 was diagnosed with something that affected my own body I  
found myself struggling with the knowledge that I  had breast cancer in the middle o f  
my training. Although this came as a very big blow I  decided to use it to my 
advantage, embrace it and take the opportunity to study it all together as I  believed it 
was all part o f my personal and professional development as a counselling 
psychologist.
I  decided to focus on hair loss at the time because it was the thing that prompted me to 
disclose my illness to others. I f  it wasn’t for that on reflection I  would not have 
mentioned my diagnosis and it would have remained a private matter. Losing my hair 
meant that my appearance radically changed and I  became more aware o f  my body
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and how I  might he perceived. I  found there was little research on experiences o f hair 
loss and individual responses to it in terms o f  mind-hody interventions. The 
interventions available to me encouraged me to take action I  perceived to mitigate the 
affect on others distress rather than my own. However it was something strangely 
enough I  managed and took in my stride. I  quickly realised that there was a whole 
population o f  people involved in hair loss management which was not only big 
business but featured big within the cancer experience.
Method
Design
This research study is qualitative in design, using semi-structured interviews 
concerning women’s experience of psychological and physical interventions whilst 
having or shortly after having chemotherapy treatment and experiencing an altered 
body appearance due to a side effect of that treatment in the form of hair loss. The 
method of analysis chosen for this study was Interpretative Phenomenological 
Analysis (IPA) [41, 42]. This method is particularly suited to understanding the lived 
experience of individuals especially in previous studies on health and illness [43] 
which aim to explore in detail how participants make sense of their own social and 
personal worlds and the meaning which they ascribe to their experiences. It therefore 
provides an ideographic analysis of the participants’ lived experience.
Participants
Five women attended in-depth interviews which lasted between one hour and ninety 
minutes. Eligibility for participation in this study required that they have been 
recently diagnosed with breast cancer, had partial or total hair loss in the last six 
months and had received some form of psychological intervention on at least one 
occasion and some form of touch/physical intervention on at least three occasions 
while experiencing hair loss.
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Participants were recruited through cancer centres in London which offer support, 
guidance and a range of therapies for those with a cancer diagnosis, one of them 
specialising in women with breast cancer. Interested women were provided with an 
information sheet (Appendix 1) and a summary of the project if they wanted more 
information (Appendix 2). Six women fulfilled the outlined criteria for participation 
although one withdrew her participation due to further ill health. Five participants 
were therefore recruited and interviewed. The sample size in this case is normative 
for IPA. Participants’ age, ethnicity and the category of interventions experienced is 
outlined in Table 1 (p i52) Participants mean age was 49.3 (range 49-52). 
Participants represented a fairly homogenous purposive sample as they were all 
women who had a breast cancer diagnosis and had hair loss and had undertaken 
psychological and physical interventions of some kind whilst experiencing hair loss as 
per the outlined criteria. All participants lived in London. Participants’ names have 
been changed to protect identity.
Ethics
Ethical approval was obtained prior to carrying out this study fi*om the University of 
Surrey Ethics Committee (see Appendix 3).
Procedure
Relevant staff at these centres were contacted by email in the first instance. 
Permission was sought to recruit participants within them. Information in the form of 
poster advertisements (See Appendix 4) and leaflets (Appendix 5) describing the 
research project were displayed at the centres. The researcher also gave a short 
presentation to a support group within one of the centres with the aim of recruiting 
participants as it was especially for women who had lost their hair.
Four of the interviews took place within a cancer centre and one in the home of a 
participant. It was intended to interview the sixth participant within the cancer centre 
but she was physically unable to go ahead on the day and therefore participation of 
this individual was withdrawn. Informed consent was obtained prior to each interview 
(Appendix 6). Participants were also asked to-re read the information sheet
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(Appendix 1) and ask any questions they wanted to before the interviews began as part 
of the briefing process prior to interview. Interviews were audio recorded with a 
digital recorder and later dovmloaded onto a PC to enable them to be transcribed 
verbatim. As these were semi-structured interviews, an interview schedule was used 
to encourage the participants to explore their experiences and create a personal 
discussion (Appendix 7). Participants were briefed prior to interview and it was made 
clear by the researcher that they could stop the interview and the recording at any time 
without giving a reason. At the end of the interview each participant was debriefed by 
being given a help sheet (Appendix 8) which also gave the contact details of the 
researcher in case contact was required at some point after the interview. The 
participants were asked if there were any questions they wanted to ask the researcher. 
They were also told that within the process of writing up the research results, all 
names would be changed to protect identity.
Analysis
Interviews were transcribed verbatim by the researcher once the recording had been 
downloaded onto a PC. They were then analysed using an IPA framework as outlined 
by Smith [44].
The initial stage of the analysis involved reading and re-reading the data set 
individually at first and making descriptive, linguistic and conceptual comments on 
each interview in the right hand margin followed by re-reading and the interrogation 
of these comments and the transcript to identify and interpret common themes which 
emerged within the text and comments. This process was repeated for each transcript 
to make interpretations of the data. Once this stage was completed for each 
transcript, all the emergent themes identified were further analysed to reduce the 
themes by making connections across themes to elucidate key clusters of themes. 
Summary tables were made of the clustered themes and a further analysis made to 
reflect three super-ordinate themes and sub-themes. There was then a process of 
extracting appropriate examples of the transcribed accounts to reflect these themes 
and create groupings of narratives as suggested by Elliott, Fischer and Rennie 1999 in 
Mcleod 2009) [45].
127
This process follows the framework of IPA, where it is recognised that analysis is a 
process of interpretation by the researcher and therefore will be influenced in some 
way by the researcher’s assumptions and pre-understandings which will affect how 
the research is conceived and carried out. The researcher in this case is a female who 
has had a breast cancer diagnosis; has experienced hair loss and is therefore aware of 
possible personal biases. An attempt was made to set these aside and remain objective 
when carrying out the analysis, but there may have been a propensity to choose certain 
concepts and themes over others in a subjective way.
Guidelines for evaluating qualitative research studies subscribe to the notion that 
researchers own their own perspectives and in this case it is important to recognise 
that personal experiences may have produced particular values, interests and 
assumptions both at the time of the interviews and within the subsequent analysis 
process.
Square brackets are used to indicate breaks in the text.
My personal stance on research and its methods have evolved and developed from the 
beginning o f my study o f psychology. I  acknowledge my resonance to a humanistic- 
phenomenological tradition which influenced my decision to have counselling 
psychology training with its focus on subjective experience. I  was also aware o f  the 
impact the research has on the research process in qualitative methods. Therefore my 
knowledge o f something like breast cancer and hair loss is grounded in my own lived 
experiences as is receiving interventions such as psychotherapy and massage. 
Although my intention was to capture descriptions o f experience in order to derive 
meaning from participants my biggest challenge was to try and bracket my own 
assumptions and suspend my own perspective whilst using my own experience to make 
sense o f theirs.
The study I  realise is my interpretation o f the data collected from women like myself 
who had experiences similar to my own and my main aim was to try and remain 
objective as far as possible whilst developing my understanding o f  the subjects that I  
wanted to learn about. However in having close contact with people I  met along the
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way and the stories they told was an extremely challenging process because at some 
level o f my being I  wanted to set that part o f  my life in the past. Whilst also realising 
that it was something very’ much present in me as I  am still recovering. Getting a 
diagnosis like that and having treatment that affects one physically, mentally and 
emotionally is not one that can be forgotten very easily especially when it has a 
profound affect on one’s body.
Having said that the process o f recruitment and interview o f some amazing and brave 
women although difficult and time consuming as my energy levels fe lt like they were at 
rock bottom was both moving and profound. In my endeavor to recruit I  came across 
many women keen to participate and did their utmost to accommodate me even though 
I  know through having to make repeated appointments to interview them was because 
o f their own ill health and the treatment they were having. Unfortunately I  had to turn 
many women away as they did not meet my criteria for the study. In that sense I  
learned a great deal about the limitations I  had set myself and my research criteria 
and questions. For example choosing to recruit only women with breast cancer could 
have limited me but on the other hand hair loss is typical with this population. With 
the women I  encountered I  have been given the opportunity to have access into their 
lives and fe lt very privileged they wanted share that with me.
My frequent dilemmas were how to embrace their experiences and the meaning they 
held for each participant and my own. I  wanted to remain open to the stories but on 
the other hand it was difficult not to compare myself with them. In the case o f  one 
participant who had been given secondary diagnosis I  was very aware that this took 
the phenomena to a quite different level. I  found myself empathising with stressful 
and difficult situations. Some o f the accounts were very emotional and although my 
sense was that I  was strong enough to contain this I  reflected that these women's 
unique stories were being told probably for the first time in some cases in its entirety 
and that although individuals had experienced interventions to help them over months 
the emotions were still alive and relevant.
My next challenge was collating the data I  had collected and analysing it. My main 
difficulty was engaging with the data at the level that was required. I  found myself
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floundering on many occasions with resistance to really ‘get into the data’ this I  
believe was a combination o f integrating the information and the personal nature o f it 
and my own cognitive impairment due to the treatment I  had received which still 
affected my memory and concentration. Ironically in deciding to develop my research 
interest about mind and body it was my own that held me back to some degree.
Results
The analysis of the data revealed three super-ordinate themes: 1) It’s more than just 
hair loss’, 2) ‘living in limbo’, and 3) ‘searehing for a new connection of a new 
self.
Within these themes, several sub themes emerged see Table 2 (P 152).
1) The first Super-ordinate theme emerged as: It’s more than just hair loss 
(disintegration).
Participants described their experiences of hair loss in a context of diagnosis and 
treatment for breast cancer and in relation to time. Four sub-themes emerged from the 
data: ‘preparation and action mitigates emotional distress’, ‘loss of identity’, 
‘thinking about the reactions of others’ and ‘perceptions of social stigma’.
i) Preparation and action mitigates emotional distress:
Most participants talked about their experience of hair loss with the sense that 
although it was probably an inevitable side effect of treatment there needed to be 
practical preparation in order to minimise the emotional affect. And, by taking some 
kind of action would in some way reduce, ward off, or minimise the perceived 
emotional distress they felt or thought they might experience as a result of losing their 
hair.
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For example: Carol prepared by getting her long hair cut and opted to wear a cold cap 
when receiving chemotherapy in the hope of keeping her hair:
“Well I  had the cold cap cos I  tried to keep my hair” [ ]  I  then had it cut 
short to start with hut that was hard because I  had really long hair ”
Whilst Andrea had her hair cut and then resorted to having her head shaved once the 
hair began to fall out in order to feel better:
“I  tried to prepare for me losing my hair to be quite honest...my hair was 
long and really heavy so I  actually went and had it cut really short [ ]  I  
would never had gone for a really short cut so that was the way I  prepared 
myself for it [  ]  but no nothing can really prepare you for what is going to 
happen yeh and then I  knew it was for real and got really upset [] I  got up in
the night and thought no!..no!..no!..well the next day I  asked my daughter
to shave it all o ff [  ]  I  fe lt a lot better after that”
Sara on the other hand describes that although she thought she had mentally prepared 
herself for her hair loss it still came as a shock and emotionally distressing:
I  knew I  was probably going to lose my hair so I  mentally prepared myself. [
]  I  also took some time to choose and buy a wig and buy head scarves so I  
did the practical things I  needed to do to prepare for the inevitable but when 
it did fa ll out it was still a shock and I  was still upset but I  had the wig and 
scarves at the ready ”
Jo recalls the time when her hair began to fall out, becoming distressed and mitigating 
any further distress by getting a wig as a replacement:
“It was very bad especially the first time one day I  was in the shower and I  
touched my hair and it came o ff in my hand and I  started to cry... and yes I  
cried and cried [] and so for the first week I  was sad..everytime I  saw on the 
mirror it was sad but then I  decided to get a w ig” (Jo)
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ii) Loss of Identity
Most of the participants described their experiences of losing their hair in a way that 
suggests that their hair was symbolic of something else and represented more than the 
loss of hair.
Andrea describes how losing her hair affected her sense of social identity and links 
this to other people’s perceptions of her. She describes her experience in a way that 
suggests that her hair was symbolic of her known identity and represented more than 
the loss of hair describing it as intrinsic to identity:
“Losing my hair was a very emotional time [ ]  it was part o f my identity and 
that is what people knew o f me yeh. and that is what fe lt that part o f my 
identity is gone forever ....(begins to cry) ”.
Carol and Jo’s accounts convey that when their hair had gone a sense that part of them 
had gone too:
it feels so sad really that is all my hair...y  eh sad really sad...it is gone and 
your hair is part o f who you are as well and when it starts to come out it 
affects your self image really [  ]  when you have long hair you can hide 
behind it and that is comforting. It becomes part o f  your identity becomes 
who you are [ ]  it is a major part o f me and you are losing something aren Y 
you? ”.
“When I  look in the mirror it wasn Y me even when I  had a scarf it not look 
like me... I  couldn’t see me even now when I  had a scarf on my head and I  
look in the mirror I  think it’s not me...it’s not me [ ]  I  see a different person 
and because I  have lost my eyebrows... I  feel less confident. It isn Y just hair 
it is part o f your body...it is very difficult; I  don’t know how to explain... 
(begins to cry) (Jo)
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Participant’s talked about replacing their lost hair with wigs but there seemed to be an 
overwhelming sense that replacing hair only served to exaggerate the sense of loss of 
identity as it changed appearance beyond an acceptable level:
/  had a wig made but I  didn Y wear it I  couldn Y wear the wig..it just wasn Y 
me it wasn Y my identity I  guess so I  just wore scarves and hat[]  I  don Y want 
to bury the old me ”. (Andrea)
lit) Thinking about the reactions of others
This sub theme appeared to be embedded within a context of being ‘someone with 
cancer’ and what this would mean to them in terms of what they possibly or 
potentially might lose as a result. Their processes inferred evaluations relating to 
interactions with others which may reinforce current beliefs of being thought of and 
treated differently. For example Sara infers that her belief that other people would 
judge her situation:
/  wasn Y going to tell many people that I  had breast cancer but when I  found  
out I  would have to have chemo I  knew it would change everything because 
everyone around me was going to notice I  was losing my hair [ ]  I  had to go 
public as it were I  didn Y want people wondering or talking behind my back 
or something like that. ”
Andrea conveys what the thoughts of others might mean:
“Being seen in a wig - yeh and people could see from a mile that’s not mine 
[ ]  I  suppose they wouldn Y really have known but it was me. I  thought 
people would stare at me[ ]  I  didn Y want people to think oh she has got 
cancer I  think that was why I  just didn Y want people to be looking at me and 
thinking oh she’s got cancer.
Whereas Jo worries about what it will mean for the relationship with her daughter:
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“ and I  was talking to my daughter and she said you have once again lost 
your hair...and she has to see me looking like this and now I  am worried 
about my daughter. ”
iv) Perceptions of social stigma
This sub-theme was closely linked to thinking about the reactions of others. There is a 
sense of loss of people around you:
“The whole hair loss thing means you have to tell people because they can 
see something’s not right, then people start avoiding y  ou... even people I  
know quite well started to avoid me. ” (Sara)
Ann describes feeling socially stigmatised by those with a breast cancer diagnosis as a 
result of telling others that she had a secondary breast cancer diagnosis at the same 
time:
“Even when you tell women with breast cancer oh you know yo u ’ve got 
secondary breast cancer i t ’s like they don’t want to know they run 
away.... they look at you with such sympathy you know ahhhk.then they treat 
you differently, definitely they avoid you. ” (Ann)
Jo evaluates that people have stayed away and attributes this to being someone with 
cancer:
“I  don’t feel comfortable and I  feel people look at me more and know I  have 
cancer. This is what I  think but nobody knows. [  ]  Most people I  know have 
been supportive but others stay away. ” (Jo)
These themes convey the real or imagined implications of treatment which goes 
beyond the physical event of losing one’s hair and impinges on perceived identities 
and self image and is related to and encompasses the participant’s social worlds.
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2) The second super-ordinate theme emerged as: ‘Living in Limbo’
This theme emerged as a time orientated process embedded within an experience of a 
cancer diagnosis where hair loss was part of a deeper feeling that life had been put on 
hold a sense of grieving losses and coming to terms with their situation. Four sub 
themes of ‘being in the zone’ ‘grieving’, rationalisation’ and ‘coping’ represent 
states and processes within this theme where participants engaged in interventions 
whilst having chemotherapy treatment.
i) Being in the zone
Sara’s description of ‘‘being in the zone’" and Carol’s sense of “being in the cancer 
bubble” refers to a state of being which illustrates a sense that they was experiencing 
an interruption and separation from normal everyday reality and feeling somewhat 
disconnected. This extended to physical as well as mental disconnection and 
separation. There is sense in these descriptions that the changes being experienced to 
their bodies had an affect on all aspects of their being which had to be addressed. 
Andrea talks about her changed appearance making her “look like an egg” because she 
had no hair on her head or face. She describes looking so strange that she did not 
recognise herself:
“I  looked weird because my face had no shape I  fe lt like humpty dumpty, 
fallen o ff the wall- all broken
Whilst being in a state of limbo, for example Sara’s account suggests this state as an 
emotional process:
“to be honest I  feeling quite down about the whole thing, I  didn’t know i f  I  
was coming or going it was at that point I  started talking to a counsellor
ii) Grieving
Grieving took place at various stages within this process. It was described as grieving 
the loss of someone or something that they had once known and at times grieving for 
ones health and facing mortality:
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“Ife lt so lost, I  went along first to try some yoga but I  ended up talking to one 
o f the staff members...one o f the specialist nurses and let it all out....I fe lt so 
feeble like there was a loss there like a grieving and the whole thing o f  
grieving for your health and all the rest o f it, coming to terms with something 
that could kill you effectively. ” (Carol)
Ann’s experience on the other hand was something which had been going on for some 
time because of several events of chemotherapy and hair loss. A sense of grieving for 
her was of the life that she once had which seemed far away in the face of having 
secondary breast cancer:
“life’s not the same as it was ummm...I have seen the changes to my body 
and um I  live in hope and when the next treatment comes along it gives me 
something to cling onto [  ]  it has such an affect on my body though and that 
is why I  have regular massages to prepare while I ’m waiting”.
iii) Rationalisation
Some participants spoke of a process whereby they would rationalise their situation 
and how they were feeling about themselves. There is a sense that participants would 
weigh up the situation and feelings towards mortality:
“but for me it was because I  was younger and when you are younger I  was in 
my forties at the time it was difficult but with cancer it is about saving your 
life its important for you and so I  bargain that I  lose my hair but then I  cure 
my cancer but it is upsetting. ” (Jo)
The prospect for Sara of losing her hair is a small price to pay:
“I  knew in my mind that I  was going to lose my hair and the treatment itself 
was going to do some horrible things to my body but then again it might save 
my life. I  suppose I  intellectualised it. ”
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iv) Coping
Coping was a theme which seemed implicit throughout participants’ narrative 
accounts although appeared to be embedded in the context of living in limbo and part 
of a process of grieving, rationalisation and being in the zone. There was a sense that 
taking up the different interventions was part of a coping strategy and a way of 
relieving anxiety:
I  think that was when I  decided to have counselling but I  didn’t actually start 
it until later on when I  was having the chemo...I think I  was quite down and 
not coping very well and the counselling helped me cope with all that was 
happening. ”
The therapist was really approachable and we chatted a lot before and after 
and I  started to relax with her. That really helped me cope but it wasn Y just 
the massage; it was the therapist. (Carol)
Participants describe the intervention of massage as a way of coping and calming 
down through a process of interacting with the intervention:
“I  had just had surgery and was going through chemo and I  wanted to do 
something to help me cope. It wasn Y just the physical but the anxiety about 
what was happening, but it was really nice to talk to the people who do it 
they were always really nice ” [ ]  it really helped me relax and cope better ”.
The emergent theme of living in limbo demonstrates that there are processes and 
states in existence which create a sense of temporary dissociation and separation 
where life has been put on hold and individuals are mentally, emotionally and 
physically dealing with this. Interventions at this time go some way towards the 
participants trying to make sense of it all.
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3) The third Super-ordinate theme emerged as: Reconnecting with body-mind- 
self.
The third super-ordinate theme to emerge from the data focuses on the individual’s 
experiences of the interventions they participated in. The overwhelming sense that 
these were used as a way of reconnecting to and gaining understanding of “what I was 
going through” and “what I am still to go through” at some point in time of living in 
limbo and in some ways is related to an embodied sense of self. The sub themes 
emerged as ‘is anybody there?’ and ‘reintegrating’ “putting humpty hack together 
again”.
i) Is anybody there?
Participants often talked about searching for someone or something to make contact 
with and connect to. This seemed to arise from the need to understand and make 
sense of what they were experiencing physically, mentally and emotionally. Andrea 
for example wanted to find someone to talk to:
“I  thought by being around people with cancer would be someone to talk to 
maybe who could relate to you but there was all different types o f  cancers []
I  went to the centre but I  couldn’t find  anybody. ”
Many women wanted to find someone outside the family:
“It makes a difference to have the support o f  your family but it is good to 
have people who are not your family as well so I  wanted to find  people to talk 
to and that is good because it helped to make connection to other people who 
have the same problem with the same illness and you can learn something 
about them and yourself in that experience. ”(Jo).
Ann spoke of wanting to talk to somebody that “is in your shoes”. These descriptions 
suggest that it was important to closely identify with others who were going through 
the same thing in order to gain a better understanding of what was experienced and
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possibly feel understood. Gender and culture was important in this respect. Sara’s 
experience of having a male counsellor who had no hair makes this explicit:
“sometimes I  don’t think he could ‘know ’ [] but I  think as a man he could not 
really understand about being a women because he isn’t one[] he didn’t have 
a women’s body to know like it (hair) is part o f the body that is related to the 
feminine
Andrea’s experience of cultural meanings: “they had been through cancer so there 
was an understanding there and because I ’m the same culture it was an unsaid 
understandingf] you don’t have to say it they just know Hair loss also played a role 
in her search for cultural identity. The theme of ‘is anybody there? Also included 
participants getting back in touch with their own bodies and interacting with the 
therapies they had experienced. For example of massage:
“when so much is happening to your body to find  something that you can do 
that makes you feel affirmed in some way” [  ]  it did help me...it went beyond 
the physical, it really helped me emotionally. ”
Jo experiences herself through the touching of her body and the music which she 
emphasises helped her internalise a sense of reconnection after experiencing fears, 
thoughts and feelings that her body and her emotions will “fall apart”:
“ there was a lot o f anxiety because cancer is frightening. I  always thinking 
about my body and i f  it has gone to my bones or maybe my lungs... the 
massage help me with this anxiety i f  my mind is relaxed my body is relaxed 
toof jthe therapist she put on lovely music.. I  could get away from the hospital 
and daily life and think I  am in a green valley which meant I  could escape 
and think only o f the touch and it helping my body. ”
iv) Reintegration
Participants experiences of combining interventions such as counselling, group 
support therapy, having touch therapies seemed implicitly to encompass the physical
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and psychological as one interacting therapeutic process of reintegration and identity 
formation.
Many often describe their experiences of body touch interventions being internalised 
psychologically and emotionally whilst experiences of psychotherapy often relate to 
body image issues and identity. This suggests that there are similar mechanisms at 
play only one uses touch as a form of communication and the other speech. 
Descriptions included the interactions they had with their therapists and the 
interactions they had went some way towards a good or bad experience and were 
judged to be an integral part of the process of the therapy used. For example Sara 
account of a bad experience with massage was down to the interactions she had with 
the therapist:
What I  wanted was a fu ll body massage because it somehow re connects me 
to the rest o f  my b o d y f ]  I  wanted her to understand that me and my body 
needed a bit ofTLC ummm...it did hurt me, actually. I  was offended by that 
and I  wanted to say something to her but at the time I  think I  was in a fragile
state o f mind or I  was feeling invisible or something but you know you just
put it down to experience in the end which is what I  did... it didn Y break me. ”
On the other hand Andrea’s experience of a touch intervention expresses the 
importance of the interactions her therapist:
“ I  started to cope with things in a much calmer way than maybe I  had done 
i f  I  hadn Y have gone I  don Y know i f  it was the Shiatsu or the lady that gave it 
to me that made me very calm as well [  ]  she was sooooo nice she used to 
talk to me, she just understood and I  could woffle on and she would listen 
without judging me. Ife lt I  could reconnect on an emotional level so it really 
helped me with that.
Participants often talk about how therapy working interactively to help them make 
sense intrapsychically to what is happening inside them. Touch interventions could 
help them to think about their body and what this means to them psychologically. For 
example:
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“for me the massage makes me more aware o f  my body and the feelings that 
are wrapped up in my muscles [ ]  when the therapist touches me it was like I  
could tune into my body and realise how much I  was holding in and 
suppressing”. (Sara).
This aspect was also discussed in psychotherapy and in support groups for example 
Sara talks about her altered body with her counsellor in the context of social isolation:
“Even now people don’t talk to me about my breast cancer they ignore it -  
they know I  am having treatment and wear a wig they ignore it i t ’s like the 
elephant in the room [ ]  we talked about this, when you look different and 
feel fa t and ugly well I  did anyway i t ’s bound to affect you. ”
Arm describes having massage, counselling and group therapy as a way of coming to 
terms with what is happening to her whilst using these interventions:
“They all know me here -  the massage therapist knows my sensitivities and 
knows how to touch me and how I  like to be touched. I  want my body in a 
constant state o f  relaxation so I  have regular massage and come to the group 
every other week and we discuss everything there ”.
This super ordinate theme demonstrates the participants search for understanding and 
closely identifying with others as a way of reconnecting with themselves both 
physically and psychologically. By understanding there is a suggestion that they can 
re integrate new identities and the practices assist in this whether they be body or 
mind interventions.
Discussion
This study aimed to explore women’s’ experience of hair loss and the use of mind and 
body interventions to attempt to elucidate what it is like and how individuals make 
sense of this time in their lives in order to gain more knowledge in this area of clinical 
practice. As a qualitative account it does not however provide generalised results but 
in-depth descriptions of women’s phenomenological experiences. The obvious
141
limitation to this study is that women where recruited and interviewed within the 
cancer centre environment and therefore the women in question proactively searched 
for and received interv^entions offered by such centres and may have given a biased 
account of the therapies they received there. Further the women in question were at 
various stages of treatment; had been given different diagnoses and had been using a 
variety of interventions to meet their needs. Therefore the interventions had no 
specific method of application and in this sense were spoken of as generic 
interventions with no specific theoretical framework other than one being described as 
a ‘talking therapy’ and the other a ‘touch therapy’.
The main themes emerging from this study are summarised as; It’s more than just hair 
loss, living in limbo and reconnecting to body-mind-self. These themes demonstrate 
that the physical event of losing hair goes beyond ‘hair’ and impinges on and threatens 
a sense of identity and self image in relation to the interpersonal and intrapsychic 
worlds of the individual. It was found that during this time processes and states were 
in existence which conveys a sense of disembodied dissociation and separation where 
life to some degree was in a state of limbo. This gives way to a need to gain a greater 
understanding of themselves and the situation in order to reintegrate mentally, 
emotionally and physically. The interventions that were used then went some way to 
address this irrespective of the methods they used. It was found that the therapist’s 
role in this had some significance in this process of reintegration. These findings will 
now be discussed in relation to current literature.
A majority of studies examining hair loss focus on the side effects of treatments rather 
than predominantly on the experience of hair loss although it has been found to have a 
significant relationship between gains in life expectancy and the likelihood of 
accepting having chemotherapy [46]. This does not however suggest that hair loss is 
not a significant event in the lives of individuals. A review of the literature found that 
it has been associated with various aspects of a woman’s life and is ranked highly on 
side effects [46, 47]. Studies concerning prevention of hair loss through scalp cooling 
do not access the level of psychological distress; moreover a vast number of studies do 
not have hair loss as a primary outcome indeed the importance of hair loss from the 
patient’s perspective has been rarely reported. Amongst those that include results 
relevant to hair loss have found changes to self concept and a ‘diminished self [25];
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being described as ‘burdensome’ [48] and ‘intense’ [49]. Findings have also 
suggested that hair loss is considered as a ‘traumatic’ event [50]. This study’s finding 
reflect that even though participants prepared to lose their hair it still came as a shock 
and where the change of appearance led to experiences of loss that went beyond the 
physical, and affected other areas of life namely the of loss of self image, identity, 
health and relationships. Findings suggest that individuals behaved in ways that 
would mitigate the emotional distress by doing practical things like getting headgear 
and head shaving, although this went some way towards alleviating emotional distress 
there was a sense participants still appeared threatened by their thoughts and feelings 
about who they were and the interaction they had with others, fearful of being judged 
as ‘cancer suffers’ or being thought of as ‘different’. The findings suggest that some 
experienced social stigmatisation as a result of hair loss and a visible reminder of a 
cancer diagnosis which is reflective of the findings of Rosman [51]. Indeed the 
internal reaction was often one of cognitive dissonance [52] where there appeared to 
be conflicting ambivalent thoughts and feelings between self beliefs and personal 
experience. And, a sense of dissociation; defined as the partial or complete disruption 
of normal integration of an individuals psychological functioning [53] and is also 
known to be associated with responses to trauma [54]. It is proposed that these 
feelings of threat and trauma to a disembodied self led to a sense of ‘limbo’ or 
‘being in the cancer bubble’ where participants attempted to resolve this dissonance 
by adopting cognitive strategies and mechanisms to reconcile self image and identity 
issues once a stage of grieving had taken place. This included rationalisation, and 
coping to defend against and manage internal conflicts. For example Jo talked about 
bargaining with herself: “I lose my hair but I keep my life”.
Charmaz’s study [55] of identity dilemmas in chronically ill men argues that with 
their accommodating of uncertainty in the face of chronic illness men assume a 
‘bracketing’ of the event which elicited it -  “ by setting it apart by putting a frame 
around it and treating it as something separate and removed from the flow of life” 
(P43). This according to Charmaz [55] lessens the impact on social and personal 
identity. The current study reflects a sense of separation and disruption to normal 
daily life and therefore supports the notion that individuals do face challenges in this 
way and respond accordingly to minimise the affect.
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Findings relating to body image research are usually associated with the loss of a 
breast and sexual function and have become synonymous with femininity and the 
breast cancer experience. This study did find that women were affected in a way that 
reflected a relationship to and embedded in social and cultural contexts and meanings 
which are then understood in terms of identity. However this was not the same in all 
cases as for example some participants also perceived alterations and changes as less 
relevant and appeared against a back drop of narrative relating to ‘survival’ and ‘hope’ 
where mortality became a priority in the face of a secondary diagnosis.
There was also some evidence that participants in this study experienced ambivalent 
feelings about wearing a wig; possibly because it was evaluated that it would resolve 
inner conflicts, make normal something experienced as abnormal and protect against 
possible social isolation or stigmatisation when in fact all participants found wearing a 
wig only served to compound their psychological distress and feelings of threatened 
self identity [56].
However, these descriptions and meanings of loss and trauma cannot be seen in 
isolation. Participants’ descriptions were embedded in the knowledge of and in 
relation to the diagnosis of a life threatening disease and the physical and 
psychological consequences of treatment. Therefore descriptions encompass wider 
and deeper issues concerning these individuals and the dissociative and dissonance 
projections could be associated with and related to the cancer diagnosis and treatment 
experience as a whole.
It has to be acknowledged that the side effects of cancer treatment affects the body in 
many ways and which needs to be taken into consideration in light of these findings 
which may have a bearing on participants mental states and cognitive processes. Post 
chemotherapy cognitive impairment (PCCI) or ‘chemotherapy fog’ is the cognitive 
impairment that can result from treatment and is now known to affect 20-30% of 
patients and it is suggested may impact emotional states including anxiety and 
depression, and, appears in breast cancer patients [57].
144
Nevertheless in this study participants conveyed descriptions of states, processes and 
disrupted feelings which they at some level needed to understand and act upon in their 
search to improve their sense of well being and re negotiate identity.
This study found that both interventions were being used as a way of coping 
particularly in the context of feelings of disembodiment. Participants describe these 
as a way to relieve anxiety, to gain an element of calm and alleviate emotional stress 
by being able to physically relax. Participants reported that therapist interaction and 
the sense of relief aided their ability to cope and was an important factor in the 
process. Therefore in a sense both interventions were perceived as a way to regulate 
thoughts and feelings through different channels of communication, one being verbal 
and the other non verbal. It would seem that the emotional affect was felt both 
physically as well as mentally and therefore the interventions were used to achieve an 
element of well being and self regulation. However, what these descriptions do not 
tell us is how these were integrated in terms of making sense of self but individuals 
were able to cope with what was happening to them both physically and 
psychologically.
The theme of reconnecting with body-mind-self conveyed a sense that participants 
searched for ways to make contact and reconnect physically and psychologically with 
others by using both interventions. Current literature with regard to ‘support seeking’ 
suggests that patients do this as a strategy to coping [58] by joining psychosocial 
support groups for example. However this study found that although participants 
seem to be seeking ‘something’ their search described a need for a greater 
understanding of themselves which went beyond ‘support’. Indeed within this search 
was a sense that there was a need to re-cormect and re establish an element of re­
integration of body and mind which involved an understanding of ‘what they were 
going through’ and within this ‘sense making’ participants wanted to make contact 
with people who they perceived could be closely identified with in order to 
reformulate a sense of social and cultural identity. These findings also suggest that 
the existence of processes, states and behaviours in these descriptions played a role in 
individual’s decisions, reasons and intentions to participate in therapeutic 
interventions which transcended the body in the case of massage and the mind in the 
case of psychotherapy. They then used these to gain a sense of embodied self
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awareness both physically and emotionally and become more mindful of what was 
happening in their body which they could then assimilate psychologically into their 
own subjectivity. This reflects to some degree Carroll’s suggestion [59] that 
‘biodynamic’ massage used in body psychotherapy to focus on integrating the 
psychological material provoked by illness as part of the therapeutic process and plays 
a part in assisting re-integration, re-association to and re-owning the body thereby 
increasing the clients embodied sense of themselves. It is seen as an intentional use of 
touch where body awareness becomes an essential part of the therapeutic process. It 
is also seen as a differentiated form of body work which involves the conscious as 
well as unconscious where other forms of massage according to Carroll ‘simply 
increase relaxation and well being’ (p80). It is argued that the findings in this study 
convey that the use of massage using touch was perceived by participants as 
psychologically therapeutic. However these descriptions do allude to the existence to 
unconscious processes which are in operation and would be part of the material 
presented therefore part of the process of reintegration within these therapies.
In conclusion mind and body interventions in combination have a role to play in 
cancer care and clinical practice when individuals have lost their hair as a result of 
conventional treatment. They are a way of addressing verbal and non verbal 
interactions in the therapeutic process using elements of touch. However the more 
complex underlying mechanisms and possible unconscious processes in relation to the 
degrees of trauma; the altered identity and the use if an integrated approach could be 
better understood in terms of a holistic approach to clinical practice.
In the process o f undertaking this research project I  realised that I  had set myself a 
difficult task in firstly exploring a subject that was so personal to me and secondly 
that essentially I  was trying to pursue more than one topic with many different 
dimensions. On reflection I  could have explored all mind body interventions and 
recruited all cancer patients and asked them about their experiences o f integrating 
complementary and mainstream medical treatment and what that was like.
However, what I  believe I  did learn from the interview experience was to improve my 
skills o f bracketing my own assumptions as best as possible (although I  wonder how 
possible this actually is) and getting a balance between remaining objective and
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making personal connections in order to develop more o f an understanding o f  what 
the participants were saying. It was because I  had my own experiences that made it 
possible to demonstrate my understanding o f participants allowing a more in-depth 
experience to emerge.
During the data gathering process and reflecting on participants responses I  began 
to realise more fully that although I  could possibly capture the essences o f  
descriptions o f experiences the limitations that were illuminated centred around the 
feeling that accounts o f  experiences were retrospective and therefore a construction 
recalled from memory and in some cases some time had elapsed between receiving 
treatments, interventions and the losing o f  hair. My own reflection on what it was like 
to lose my own hair is somehow dulled when I  try and articulate the meaning this had 
fo r me. I  can verbalise it but the power o f  the thoughts and emotions fade with time.
Making sense o f all the data once I  had all o f it was the most challenging as my own 
sense o f resistance to it because o f  its personal nature therefore in future I  have 
reflected that being able to be a certain psychological distance away from the topic in 
question might be a more productive stance to adopt.
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Table 1.
Tables.
Participant Age Ethnicity Psychotherapeutic
Intervention
received
Physical intervention 
received
Carol 49 White
British
Support group Reflexology/Massage
Sara 50 White
British
Individual therapy Massage/Aromatherapy
Ann 48 Black
British
Individual and 
group therapy
Massage/Aromatherapy
Andrea 49 British
Indian
Support Group Shiatsu massage
Jo 52 Afghan
British
Support Group Massage
Table 2.
Super Ordinate Themes Related Sub Themes
• It’s more than just hair loss • Preparation and action mitigates emotional 
distress
• Loss of identity
• Thinking about the reactions of others
• Perceptions of social stigma
• Living in Limbo • Being in the zone
• Grieving
• Rationalisation
• Coping
• Searching for connections (re­
integration) of a new self
• Is anybody there?
• reintegration
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Appendix 1
Participant Information Sheet
X UNIVERSITY OF
I am a trainee Counselling Psychologist at the University of Surrey, conducting a 
research study which will look at the experiences of psychological and physical 
therapies that women use at the time of hair loss in people with a breast cancer 
diagnosis.
Undergoing conventional treatment such as chemotherapy for breast cancer can leave 
women with many physical and psychological side effects In response many will seek 
all kinds of support which often include, what is regarded as ‘complimentary 
therapies’ -  or mirid-body -  psychosocial interventions. This can be in the form of 
psychological support, for example, one to one counselling, group therapy and 
discussion forums within cancer support groups on internet sites and cancer centres. 
Many women also access body-touch therapies such as aromatherapy and massage.
I am seeking to talk to women over the age of 18 and who are not being investigated 
for any other disease processes or cancers, and, who are currently experiencing hair 
loss either partial or full following chemotherapy for breast cancer. You will have 
accessed some form of psychological intervention on at least one occasion and some 
form of touch/physical intervention on at least three occasions while you have 
experienced your hair loss.
What is the purpose of this study?
The purpose of the study is to more fully understand women’s experiences of the 
breast cancer ‘journey’ and how hair loss impacts upon this experience in the broadest 
sense. This study is intended to help psychologists, psychotherapists and counsellors 
to be more fiilly informed as to the processes involved for women who experience an 
altered body appearance and the interventions used in self help practices which 
address physical and psychological side effects of conventional treatment for their 
disease.
What are the benefits of taking part?
The benefits of taking part in this study for some women may be the feeling that their 
experience of hair loss is being listened to in detail. It may also give women a chance 
to reflect on the experiences of the therapies in question and how these may have 
played a part in dealing with the situation they find themselves in.
What are the possible disadvantages of taking part?
There is no intention to cause distress, however it may be that you do experience some 
difficult and painful feelings during or after the interview process. In the event of any 
distress caused you will be given a help sheet to guide you through this with contact 
details of those who can help you through potential distress. I can also be contacted 
by email if you need assistance.
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Do I have to take part and what will happen to me once I have given my consent to 
take part?
It is your decision if you want to take part in this study. If you do decide to volunteer 
you will be intersdewed at a time and location which is convenient to you. This could 
take anything between 45 minutes and an hour and a half. The interview questions are 
is open-ended and this means although you will be asked a few questions the aim is to 
initiate a discussion about your experiences.
The interview will be recorded on a digital recorder which will then be downloaded 
onto a computer. The interview content will then be transcribed verbatim which 
means a written document containing the interview will be made. Once the recordings 
have been written up the originals will be destroyed. Naturally, all names and 
locations will be changed on any documentation to protect your identity. This 
confidentiality will be maintained throughout all of the research process and write up. 
I will ensure that each participant receives a copy of the interview so that they can 
have further input into the research process as necessary. If at any point you want to 
withdraw your consent from the study this will be perfectly acceptable. You will not 
need to justify your decision without prejudice.
If there is anything you would like to discuss with regard to this study and if you 
would like to take part I can be contacted on mobile number 07788740132 or 01483 
686931 at the university of Surrey or by email address: R.Kavanagh@sun-ev.ac.uk. 
You can also contact my research supervisor Professor Jane Ogden at 
i .ogden@surrev.ac.uk if you would like anything verified about this research study.
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Appendix 2
A summary of the project.
Title: Exploring women’s personal experiences of alopecia following
chemotherapy treatment and the use of integrated mind and body therapeutic 
interventions when they have had a diagnosis for breast cancer.
Aims
The aim of this research is to gain greater knowledge, and develop a deeper 
understanding and insight into women’s experiences of psychological and physical 
therapies when they have experienced hair loss as a result of a breast cancer diagnosis.
Although it has been found that women who have had a breast cancer diagnosis can 
experience lasting psychological distress when they lose their hair as a result of 
treatment, there has been little research developed to understand these experiences in 
relation to therapeutic interventions that are known to be used by individuals and to 
what extent these may help or hinder the adjustment and rehabilitation process for 
these women and what sense they make of these in light of their diagnosis and their 
changed body.
The rationale therefore for this research study is to unpack the ingredients of these 
interventions in order to explore women’s experiences of hair loss and their use of 
psychotherapeutic and physical treatments following a diagnosis of breast cancer.
And further, to explore the meaning making worlds of individuals and how they make 
sense of the experiences and therapeutic processes.
The method of data collection and analysis
6 to 8 women will be recruited who have lost their hair due to cancer treatment and 
who have participated in the use of psychological and physical therapy interventions 
at this time. Psychotherapeutic interventions are defined as one to one individual 
counselling sessions and/or psychotherapeutic group support or group counselling on 
at least one occasion. Physical therapies are defined as touch interventions such as 
aromatherapy, massage and/or Indian head massage on more than one occasion. This 
could involve a whole or partial body touch intervention. The combination of these 
interventions at the time of the experience of hair loss is what is off interest in this 
research. The participants will have accessed these interventions by someone 
independent of the researcher.
The interviews will be open ended; semi structured using a qualitative method, and 
will be carried out on one occasion only and will take approximately between 
45minutes and one and a half hours. They will take place at the time appropriate and 
convenient for the participants’ and will take place within centres which provide such 
facilities for individuals with a cancer diagnosis and who provide a safe supportive 
environment in which to receive psychological and physical interventions of this kind 
by trained therapists and specialist nurses. These are usually centres funded by cancer 
charities for example cancercare haven and the MacMillan cancer organisation. 
Alternatively interviews could take place at a venue convenient to the participant.
160
After each interview there will be a process of debriefing. (Please see appendix one 
for details — for information only).
The interviews will take place once ethical approval has been granted and informed 
consent has been gained. It is aimed to do this between January and March 2010.
The research study will be carried out by a female trainee counselling psychologist in 
their second year of training and who has had a breast cancer diagnosis and who has 
experienced hair loss for themselves in the past.
Once the data has been collected it will be transcribed verbatim. It will then be 
analysed using Smith’s (1996) Interpretative phenomenological analysis (IPA) during 
April, May and June of 2011. Once the data has been analysed a research report will 
be completed. It is hoped that this will be mid July 2011.
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Appendix 3 
Ethical Approval
Chair’s Action
Ref:
Name of Student:
Title of Project:
Supervisor:
Date of submission: 
Date of re-submission:
555-PSY-ll (with conditions)
REBECCA KAVANAGH
Women’s experiences of alopecia and the use of 
integrated ‘mind and body therapeutic interventions’ 
when they have had breast cancer.
PROFESSOR JANE OGDEN
T"" JANUARY 2011
The above Project has been submitted to the FAHS Ethics Committee.
Favourable ethical approval has now been granted.
Signed:
Dr Almuth Mcdowall 
Deputy Chair
Dated:
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Appendix 4
Advertising Poster
Participation in Research
V olim teers N eeded
UNIVERSITY OF
SURREY
Do you have an experience of Breast Cancer? 
Have you lost your hair as a result of treatment?
Have you  tried any Complimentary Therapies to  h elp you  at this tim e?  
C ounselling? One-to-O ne-Support? Group Support C ounselling?  
M assage or Aromatherapy!
If the answer is "Yes"- Would you like to come and talk to me about
Your experiences?
My name i s  R ebecca Kavanagh and I am preparing a research project for a 
practitioner doctorate in counselling and psychotherapeutic psychology .
I am  a lso  so m eo n e  w ho h as been d iagn osed  with Breast 
C ancer and would b e  very interested to  hear from you
I am  looking fo r v o lu n te e rs  p rep ared  to take part in an  interview  of 
their e x p e rie n œ s  of BO and  the T herap ies th ey  have u sed  a s  p a rt of 
th e r  healing p ro c ess .
This interview will be conducted 
in a sensitive manner and is entirelv confidential
I am  hoping that this p ro jec t will help  gain g rea ter know ledge and  develop 
a g rea te r  understand ing  and  insight in to  w om en’s  ex p e rien c e s  of psycholog ical and  
physical th erap ie s  when they have experienced  hair lo ss
lam  se ek in g  w om en over th e  age  of 18 yrs 
W ho a re  n o t being rv e s tig a te d  for any other d isease  p ro c e s s e s  o r  c a n c e rs  
and  are currently  experienc ing  
Hair loss, e ither partial or full, following chem otherapy  fo r b re a s t  c an c e r
Thank you very m uch for ta king tim e to  read th is. If y o u w o id d lik e to  
volunteer, or would like more information to help you  d ecid e , then p lease  
contact m e u sin g  the tear-off si ips bel ow.
You are also invited to make contact with my research supervisor Prof Jane Ogden o f the 
University o f Surrey at j.ogden@ surrey.ac.uk or on 01483 68 6 9 31 if you w ould ik e  to  verify 
anything about this research
This Study has received a favourable ethical opinion from  the F a c u ty  of Arts and Human Sciences 
Ethics Com mittee a t the University o f Surrey’.
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Appendix 5
Advertising Leaflet
UNIVERSITY OF
SURREY
Participation in Research 
Volunteers Needed
Do you have an experience of Breast Cancer?
Have you lost your hair as a result of treatm ent?
Have you tried any Com plem entary Therapies to help you a t  this tim e? 
Counselling? O ne-to-O ne-Support? Group Support Counselling? M assage
o r Aromatherapy!
If  the  answ er is "Yes"- Would you like to com e and talk  to m e about Your
experiences?
My name is Rebecca Kavanagh and I am preparing a research 
project for a practitioner doctorate in counselling and 
psychotherapeutic psychology. I am also someone who has been 
diagnosed with Breast Cancer and would be very Interested to hear
from you
l a m  looking for v o lu n t se r s jo ra p a rc S o  take  p a r t  in an interview of their 
experiences of BC and  t h e T r i l ! ! | j i ^ ^ ^ y  have  used as part of their healing
iBKEeès.
I am hoping tha t  th is  projectT^II h e lp g à in  grea te r  knowledge and  develop a 
g reater understanding and  ins ignM fi% N % ^A 's  experiences of psychological 
and physical therapies  when they have experienced hair loss
This interview will be conducted in a sensitive m anner  and  is entirely
confidential
I am seeking women over the a g e  o f  18 yrs who are  not being investigated for 
any o th e r  d isease processes or ca ncers and are  currently experiencing 
hair loss, either partial or full, fblowing chem otherapy  for b reas t  cancer
If you would like to  volunteer, o r  would like more information to help you 
decide, then please contac t m e on 0 7 7 8 8 7 4 0 1 3 2
You are  also invited to make contact with my research  supervisor Prof Jane 
Ogden of the University of Surrey a t  1.oqden@surrev.ac.uk o r  on Tel: 01483 
686 931 if you would like to  verify anything about this research.
This S tudy has received a favourable ethical opinion from the  faculty o f  Arts and  
Human Sciences Ethics Committee at the  University of Surrey
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Appendix 6
Participant Consent Form
UNIVERSITY OF
SURREY
Research Consent Form
Please read the following information carefully and if you are in agreement, sign your 
name where indicated.
You are being asked to participate in a study which is looking at your experiences of 
hair loss and the therapies you have had as part of your self care process. This is an 
opportunity for you to talk about your thoughts and feelings; of the challenges you 
have experienced and how this has affected you.
I have read and understand the information sheet that has been provided to me. I have 
had a full explanation of what participation means, the nature and purpose of the study 
and, what will happen before, during and after the interview process. I have been 
given the opportunity to withdraw from the study at any time without the need to 
justify my decision and have been given the opportunity to ask questions about all 
aspects of the study and have been given advice about where to go for help and 
support if I need it after the process is over.
I agree to comply with the instructions given to me by the researcher during the course 
of the study.
I understand that all the material gained in the research is to be kept strictly 
confidential and all names will be changed to protect identity. Once the recordings 
have been transcribed they will be destroyed.
I give my consent to be interviewed about my experiences and also consent to a digital 
recording be made of our discussion and all parts being transcribed for the purposes of 
the research.
Name of Participant...............................................................
BLOCK CAPITALS
Signed......................................................................................
Date...................................................
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Appendix 7 
Interview Schedule
Introduction.
First of all I would like to thank you for your time and agreeing to talk to me. As you 
know the focus of this interview is to explore together your experiences of hair loss 
and the therapies which you have chosen to use at this time. This interview will 
include discussing psychological and physical therapies and how you have made sense 
of these whilst experiencing your hair loss. As this is an open ended interview the 
questions are designed for you to freely express your experiences beyond the 
questions that are put to you. The questions are designed to be elaborated upon if you 
so wish.
The aim of the interview questions are to encourage and explore in depth the 
experiences and create a personal discussion between us.
Hair Loss Experiences
Can you tell me about your experience of your hair loss which resulted from your 
treatment?
Possible prompts: how did it happen?, what was it like?, how did you feel?, how did 
you cope, what did you do?.
What does it/did it mean to you to lose your hair?
Possible prompts: How did you make sense of this?, how does that feel?
Can you tell me how your hair loss affects your relations with other people?
Possible prompts: partner, family, friends, work colleagues, strangers.
Have you changed the way you do things as a result of your hair loss?
Have you changed the way you think about yourself since you lost your hair?
How do you think other people see you?
Possible prompts: thoughts, feelings, actions, how do you make sense of that? What 
does it mean to you?
Psychological (mind) Therapeutic Interventions.
What psychological intervention/s have you used and why?
Possible prompts: one to one counselling, group therapy, group support, discussion 
forums.
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What was your decision making process?
Possible prompts: referral from third party, finding out what help is ‘out there’, talking 
to family/friends/others.
Can you tell me about this experience?, what was it like?
How would you describe it?
How did you make use of this?
How many times did you use this intervention? And for how long?
Has the experience changed the way you think/feel about yourself
What are the thoughts and feeling with regard to the person who facilitated this 
intervention?
Possible prompts: what did you think/feel?, what was good/bad -  helpfiil/unhelpfiil 
about it?
Physical (Body) Therapeutic Interventions.
What physical intervention have you used and why?
How many times did you use these intervention/s?
Possible prompts: full body massage, aromatherapy, head, neck, and shoulder 
massage. Single session/ multiple sessions.
How did you decide what to use?
Can you describe the experience? What was it like?
Possible prompts: feelings, thoughts, actions, sensations, bodily experiences.
What did this intervention mean for you?
How did you feel about your body?, at the time and afterwards?
Did it make any difference who carried out this intervention?
How did you think/feel about them during and afterwards?
Possible prompts: qualified/unqualified persons, safety/containment? What were they 
thinking, feeling emotionally and physically.
The integration of using both psychotherapeutic and physical therapies.
You chose to seek both of these interventions -  how did that come about? And what 
led to what and when?
Can you tell me about the experience of having both of these interventions?
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How have you made sense of using both of these interventions?
How have they related to the way you feel about yourself now?
What did you find most useful and why?
What did you find most unhelpful/helpful?
What does it mean to you to be able to access both of these interventions?
What difference does it make that you used both of these interventions?
Was there a particular part of either therapy that you felt was the most important to 
you?
Possible prompts: being listened to, feeling heard, having a voice, being touched, 
gaining confidence/esteem, thoughts and feelings about the therapist.
Conclusion.
We have come to the end of the interview and I would like to again thank you for your 
participation. Is there any thing else you would like to add at this point? Feel free to 
ask any questions you wish. You have had an experience which could be of value to 
others. Is there any advise you would like to impart to people in a similar situation for 
the purposes of this research study.
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Appendix 8 
Help Sheet
^  UNIVERSITY OF
1(5
Dear Participant
This sheet has been given to you as part of your after care and as part of the debriefing 
process.
It is unlikely, but taking part in this study and talking in depth to me about your 
experiences may stir up some very difficult thoughts and feelings about what you have 
gone through and how you are dealing with your cancer diagnosis and treatment. In 
the case that you have experienced any distress and feel you need help and support, 
the following are ways in which you may be able to do this.
• Contact your GP and ask him/her for a referral to a local counsellor.
• If you have recently seen a counsellor or psychologist make contact with them 
and make an appointment to see them.
• Alternatively make contact with your current support group and ask for help.
• Speak to a member of staff at this centre and ask them for details of 
counselling and support being offered within the centre.
• Contact me by email at R.Kavanagh@surrev.ac.uk or alternatively contact me 
at the university on 01483-686961 and I will try and assist you find the 
appropriate help.
• Or alternatively please see the attached information
• Contact one of the following organisations:
Cancerbackup Cancer Counselling Trust
www.cancerbackup.org.uk w^ww^cancercounselling.org.uk
0808 800 1234. 0207 843 2292.
Part of the Macmillan cancer
support, NHS Direct
89 Albert Embankment, www.nhsdirect.nhs.uk
London, SEl 7UQ.
Breakthrough Breast Cancer 
MacMillan Cancer Support www.breakthrough.org.uk
www.macmillan.org.uk 0808 010 0200
0207 696 9003.
3 Bath Place, Rivington street,
London, EC2A 3 JR.
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Appendix 9 
Participant Interview
I First of all would you like to describe to me your experience of hair loss which 
resulted from your treatment?
P When I was first diagnosed I knew because the oncologist told me I was going 
to lose my hair so I tried to prepare for me losing my hair to be quite honest.. .my hair 
was long it was up to about here (pointed mid way down the participants upper arm) 
and really heavy so um so I actually went and had a hair cut really short I wouldn’t 
have done it-1  might have had a short bob or something thing but I would never have 
gone for a really short cut 
I yeh yeh
P so that was the way I sort of prepared myself for it and I like it I was happy
with it so yeh ...but when I started to have the chemo it did start to fall out but I 
thought it would fall out at once but it began to come out in lumps here and 
there...and um 
I yeh
P I knew it was going to happen and come back but when I would get up in
the morning and see these lumps of it on my pillow and having a shower that was the 
worst bit but no nothing can really prepare you for what is going to happen yeh and 
then I knew it was for real and got really upset.
I mmmm I see
P yeh so when I had a shower and the plug hole was blocked because my hair is
really thick
I so even though it was to there (point to arm)
P well I had it cut so it wasn’t too shocking to see
I it was quite thick
P yeh
I yeh but it was still a lot
P it was shed loads and you take it for granted you don’t appreciate how
much there is there...! suppose that is when it slowly started dawning that it is going 
to go
I so there was a slow process of you knowing that it was going to go and you
preparing your self
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p yeh and I knew then that it was real but I did joke about it with other
people and even thinking about it know Fm getting upset I don’t know why.......... (P
is getting emotional) and anyway I got up one night and thought... no!..no!..no!..well
the next day I asked my daughter to shave it all o f f .
I how did you feel about it?
P I felt a lot better after that. I was surprised how nice the shape of my head 
was.
I yeh
P so we had a laugh about it really
I so as you tell me about that now I notice you seem emotional could you
identity why that is?
P yeh losing my hair was a very emotional time that was part of my identity
I right
P that is what people knew of me
I yeh
P from my hair that is what I knew of me
I of course
P yeh that is what I felt that part of my identity is gone forever I guess (begins to
get emotional with tears)
I yes I know how you feel
P Fm sorry
I that’s ok (p)
I so I wonder when you said you prepared what that meant?
P I was prepared I had the wig made but then I didn’t wear it I couldn’t wear the
wig...it just wasn’t me It wasn’t my identity I guess so I began to just wear scarves 
and hats it was lucky it was all through the vdnter so..yeh but when I got home I 
would take it all off immediately my family were quite comfortable with it actually 
I with your?
P with my baldness
I in the home?
P yeh and on the occasion when someone came to visit like my sisters I would
be quite comfortable not to wear anything to cover it and they all became quite used to 
it really to be honest and when I look back now I can’t believe I didn’t have any hair 
because it grown back pretty quickly
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I so when you were saying it was part of your identity can you say more about
that experience?
P well I had sorted out a wig but I knew I wasn’t going to wear it I thought if I
was going to a party or a wedding or something I might wear it but it was the same 
colour as my own hair and it was the same style as mine when I had it cut because it 
was quite short but it wasn’t mine it wasn’t my hair. I mean I had a laugh when I tried 
it on because to me it looked funny but I wasn’t going to wear it I just did not feel 
comfortable in it I mean it suited me fine the family said it suited me 
I and how about you?
P I had a good old laugh about it, it was alright but it wasn’t me and it wasn’t my
hair.
I it felt like a wig?
P yeh and people could see from a mile that’s not mine 
I you perceived that others might know it wasn’t yours?
P yeh yeh but really I suppose thay wouldn’t really have known but it was me I 
thought people would stare at me....so that was it really but seeing myself I preferred 
seeing me without it. But as far as my identity goes because I wasn’t wearing the wig 
and I had all this head gear and scarves and things when I was going out there was one 
particular incident that happened we were going to somebody’s birthday party it was a 
child’s birthday party and I could not match what I was wearing to my head gear and I 
was so upset about the whole thing I was trying on so many different outfits and head 
gear and nothing would match kind of thing and in the end I threw on whatever and 
put anything on my hair I didn’t care if it matched or not and that’s when it hit me I 
thought oh my god I wouldn’t have these problems if I did still have my hair. This 
party was in Milton keens so it was quite far away because we live in west London 
and I remember crying all the way there I was really kind of sobbing but that was the 
only time I did that
I there is something about how you perceived yourself that was nothing to do
with your looks but about the me that you knew and the change somehow 
P yeh well I wasn’t ready to let any body else see me without hair these weren’t
very close people we were going to it was my daughter who is getting married next 
year it was my future son in law’s relatives actually...! didn’t need to impress them 
but I wasn’t going to let them see me without hair
I so does that mean you were a little worried about what others might think?
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p yeh even though they are lovely people and would not have judged me in any
way that was my perception that was just me. They all knew I had cancer and they 
knew and they have all been really supportive they’ve been brilliant. But I had to 
have something on my head and I couldn’t find anything to match. But having hair 
you take it for granted.
I so what did it mean to you to lose your hair?
P it means I have lost my identity but I have found a new one because I like this
I’m not going to grow my hair now so yeh I feel I have got a new lease of life at the 
same time. I sometimes look back at pictures of myself and think it would be nice to 
have all that hair but it is so nice not to have to worry about hair styling it and all that 
kind of stuff so
I so it is like the person you were is gone and now you have somehow
reinvented your self?
P yeh yeh I’m keen to do that I mean I don’t want to bury the old me I just want
to look forward If I’ve only got another 20 years or whatever I have got left touch 
wood I want to live it now I don’t want to just exist I felt I was just existing previously 
so I suppose that will keep reminding me of it if I keep my hair short...it is like it is 
symbolic ..yeh yeh
I ok wow. ..so is that like symbolic of what was and now what is?
P yeh yeh I do I do really feel that
I have you changed the way you do things as a result of your hair loss?
P I am less concerned about how I look before I would have to have full make up
on and everything but I didn’t put that much on but before I went out of the house it 
was important to m e.. .but when I had no hair I thought I looked ok without it so now I 
don’t wear much I suppose that is the new me I don’t care...its not that I don’t care I 
think I look good enough without it (laughs) I’m not being conceited or anything but I 
don’t think I need to wear it anymore.
I Can I ask you did you lose only the hair on your head?
P I lost everything I lost my eyebrows, eyelashes everything
I so you may have looked very different?
P yes yes I looked like an egg. I had no shape to my face
I so very different to way you look now?
P yeh I looked weird because my face had no shape I felt like humpty dumpty,
fallen off the wall- all broken and when I said to you I was so happy when my hair
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started to grow I was even happier when my eyebrows grew back because they gave 
definition to my face.
I did you do anything about that?
P I would draw them on before I went out but I stopped doing it because I would 
touch my face and it would all smudge so I was so Fm so grateful I got them back.
I you said earlier something about being worried that others might stare at you
when you went out could you say more about that?
P yeh I did think people might stare at me and think she’s got cancer or whether
it’s because of my religion that was wearing a scarf but I came to know that it was 
religion or people had cancer because there was no side bums when you have got 
cancer and I began to recognise that I don’t know if other people would so but the 
people I was with, were very comfortable I don’t know I wasn’t too concerned about 
other people were looking at me and thinking but that was the thing that went through 
my head or she’s either got cancer or she’s got a head scarf on for religious reasons.
I So when you went out in public you wore a scarf -  did you ever think of going
out without anything?
P no not until it started coming back
I do you know why?
P I didn’t want people to think oh she has got cancer I think that was why I just
didn’t want people to be looking at me and thinking oh she’s got cancer...! wouldn’t 
have minded so much in the hospital but going out in the streets for a start it was so 
cold because it was in the winter so most of the time I couldn’t go out really. I 
remember going to a hockey match to watch my team and I wore a hat and some 
people did look at me because they could see I had no hairline. But there again I 
didn’t take it off either. But In April I went to a really big wedding with 6 hundred 
people there and my hair had started to come back only a few millimetres but I had 
good coverage so I went to this wedding without a wig without a scarf because I had 
some hair but a lot of people were uncomfortable a lot of people knew I had cancer 
but they were afraid to come and ask me or to say oh are you alright actually I was 
comfortable with it at that stage but I spoke to my parents and they said are you going 
to wear your wig to the wedding and I said no Fm not going to so they were a bit 
more afraid about it than I was I was quite comfortable once it had come back even 
though it wasn’t much.
I so what was their concern?
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p they were worried about other people’s reaction, but also my mum has been 
through it as well so they were being quite protective although she didn’t go through 
chemo so she does not know what it is like to lose hair but I think they were protective 
of me that other people might upset me. I mean one young boy did come up to me 
and said Oh I’m really sorry about what happened but you look great and I admire 
your confidence in coming out like this which I felt really you know I was touched by 
him that he had the courage to come and say that to me and make me feel really good 
but then his dad came and apologised on his behalf saying I’m sorry if he upset you 
and I said not at all it made me feel thank god people aren’t afraid to say anything and 
it was quite courageous...but I mean some people were comfortable talking to me but 
some weren’t and kept their distance maybe but it didn’t bother me but it was more 
about them than it was about me 
I mmm
P and it was quite unusual to see because I was wearing my Indian outfit to see 
someone with really short hair 
I so culturally it was unusual you mean?
P yeh but I felt ok...I might have stood out a little bit because most Asian 
women have a lot of hair but I actually felt I looked fine some people say that they 
admire my confidence there because they said they wouldn’t have been able to do it 
and that made me feel good so after that I go out.
I so with that in mind I guess at some point in your journey you decided to 
access something else -  so you were having chemotherapy treatment you had lost 
your hair and then you at some point felt you wanted or needed some other 
interventions
P yes even before I started having the chemo I started going to this place called
the mulberry centre which is local to me and I started to go to yoga. I thought by
being around people with cancer would make it I don’t know it would be someone
to talk to maybe who could relate to you but there is was all different types of cancers
although I did find the yoga was relaxing it was calming so ummm and then I had
shiatsu there I started to cope with things in a much calmer way than maybe I had 
done if I hadn’t have gone I don’t know if it was the Shiatsu or the lady that gave it to 
me that made me very calm as well
I ok
P um
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I so did you keep your clothes on for that?
P yes
I and how would she go about doing it?
P she would ask me what I wanted her to work on -  so she would work on the
areas which weren’t necessary where it was hurting but the appropriate part of the 
body to get the tensions to go away so yeh she basically did everything my legs, my 
feet if I wanted her to -  my shoulders and my head yeh 
I ok did she touch any part of your body not covered by your clothes?
P not really she did around my head sometimes touching parts of my head and
face
I so when you said you wanted to access these treatments it was to calm you
down is that what you said?
P yeh I felt it calmed me down
I so you felt you needed to calm down -  is that because you felt you needed
calming down
P the primary reason for accessing these centres was to speak to other people
going through similar processes as me 
I yep
P which I didn’t at the mulberry centre because they are all different ages and
they are all different sexes and thery’re all different kinds of cancers so I didn’t find 
anybody to talk to there 
I that was your need?
P that was my need yeh to get an understanding of what I was going to go
through to be quite honest with you it was the time I was going to lose my hair and 
then I did lose it and I wanted to speak to people so I could basically gauge what I was 
going to happen to me and what was to come but the yoga I have always been very 
active I’ve always done stuff like this anyway so yeh I thought rather than sitting at 
home dwelling on things and to relax my body cos I do yeh know that benefits of 
these therapies.
I and part of the process was having the shiatsu
P yeh some girl recommended to me
I did you have any massage?
P no I didn’t massage was very very popular so there was no spots there really so
I wasn’t too concerned really
176
I so there is two things coming out of this experience of this is that you wanted
to talk to other people about the process and to what expect and something to calm 
you dowm 
P yeh
I and could you say more about the need to calm down?
P well I think there probably was some anxiety there....
I so would you say the shiatsu was just to deal with the physical?
P I know I had a lot of aches and pains which was probably a result of tension
but did it do anything to help me emotionally ehh............... yeh I think it did.
I you said something about not knowing if it was the treatment or the person
doing it -  can you say more?
P she was sooo nice she used to talk to me , you know some therapists can be a
bit formal but she wasn’t she’s so nice, she just understood and I could waffle on and 
she would just listen to me without judging me at all not that I was talking nonsense or 
anything but I felt very comfortable with her and she would explain what she is doing 
and why she is doing it so I think subconsciously I think it was helping me on an 
emotion level
I so the person was important to the process and the experience 
P yeh and I think I did feel less anxious and understood. She sees it everyday I 
guess but I just thought she understood my feelings and yeh I used to feel ok 
afterwards and she did make me feel much better about myself 
I could you identify what it was that made you feel better?
P just her manner...yeh she didn’t just talk about the shiatsu she would talk
about other things as well
I did you get something out of just being with that person
P yeh definitely cos um I’ve had acupuncture as well and um although my pains
did go away short term they weren’t permanent and he was a little bit he just got on 
with it he didn’t really speak to me so I didn’t feel I gained as much as from the 
shiatsu because things weren’t really explained to me so 
I so does that mean there was something about the relationship?
P yeh that’s right and there was no rapport there he just got on with it but there 
was although I did benefit from the acupuncture as well but he didn’t communicate in 
the same way....um he didn’t seem to be that interested in me really that is what I felt 
he just got on with it although he is a very good acupuncturist and again yeh with
177
these things this was at the haven actually its like he’s an amazing guy everyone raves 
about him its just with me he didn’t have that rapport but I can almost understand it 
cos its just like a conveyor belt there’s people waiting so he has to do his job and get 
ready for the next one..
I so how many sessions of shiatsu did you have?
P four in total..
I ok -I so moving on a bit how did it come about that you decided to go to the
Asian women’s group?
P I am having my radiotherapy here and one day I was coming up on the bus and
I was really upset because my feet were really aching and I was feeling really sorry for 
myself and I was really kind of emotional on the bus and I felt a bit silly really so I 
thought it would be good to come here to see if there are any support groups and 
speak to somebody or even get some counselling so when I came I saw they had an 
Asian women’s group and luckily that week they were holding a meeting so I came 
and there were five women there and they were so supportive they so understood what 
I have gone through and what I am going through cos they were a little bit further 
advanced than me and I was able to be emotional if I wanted to and they were really 
supportive they bought me a glass of water and hugged me and everything 
I so it sounds like you needed something more than what you were getting in the
shiatsu and the yoga
P yeh because you know I said initially I wanted to find some people I could talk
to that is why I went to mulberry but I couldn’t and didn’t really find anybody. I think 
I needed a way of coping with what was happening so that was my way and I was a 
little bit embarrassed at getting so upset but I thought if I could find some women to 
speak to
I you needed to offload perhaps?
P yeh...I did yeh I really did that is so right that is exactly what I needed to do 
and I was able to do it at my first meeting first support group that I went to so yeh that 
made me feel so positive 
I was there a facilitator in the group?
P yes there was and it was gaining support from other women and so yeh wow
there are people I can turn to people who have gone through what I have gone through 
I and what does that mean to you?
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p that they can understand more it’s all very well for my family and friends to 
say be positive be positive the prognosis for cancer these days is brilliant which it is 
but they haven’t gone through what I have gone through so it is hard for them to
rea.. .llllyyyy... .understand how it feels and I felt these women did sometimes
family and friends and work colleagues try and reassure me and that says something 
about their fear more than mine 
I yes right that’s true
P its absolutely true and for me its how do you know..um and when someone has
gone through it they have much more of an understanding and I feel that and they
understood without me having to explain it to them but yeh it was good to offload and 
know they knew where I was coming from.
I yeh.. .what was it you needed to off load?
P it was the fact that I was getting so upset and I don’t get upset like that in front 
of my family or anybody else really even when I lost my hair at night when everyone 
was asleep or when I was alone I would get upset. I didn’t want to get upset in front 
of them cos it is hard when it is your mum that is going through it I’m the one going 
through it but its them having to cope with watching you go through it do you know 
what I mean?
I absolutely, totally
P its hard..so that is why I benefited from the group. I have changed groups now
because I want to go to a group near me. And it will be my community.
I was there any kind of cultural aspect to that?
P yes there was that as well they had been through cancer so there was an
understanding there but its because I’m the same culture it was an unsaid 
understanding that they had and this new group that I am going to will have that 
greater understanding of it
I can you identify what that understanding is?
P you don’t even have to say it and they know... .when I came to the uk I was 9
years old so I did feel a bit of an outsider so it wasn’t fashionable to be Indian 
although Indians are doing brilliantly now and I’ve gone through that and I’m thinking 
these ladies will be able to relate to that and they can because I got that sense 
I so this was also about your cultural background?
P absolutely..it just meant I wasn’t having to explain anything they understood
without me saying anything..
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I so you have said a lot about the different therapies that you have had and it all
seems good have there been any bad experiences you have had?
P I don’t think I have really
I how do you view all of your treatment? Do you see the conventional and the
complementary as one holistic integrated approach or do you see them as separate?
P No I see them as separate
I I notice that when you needed support and any kind of self help you did not
approach the doctors you accessed complementary therapies instead why was that?
P well it was the oncologists that suggested maggie’s to me
I ok
P and talking to people I met like I went for an ultrasound and I got talking to
this women and she told me about the haven otherwise I wouldn’t have been aware of 
it being there. So it was word of mouth really. But I’m glad it’s separate really 
because it seems less clinical kind of thing and you don’t have to go through the 
doctors. So for me it is somewhere to come and think and reflect maybe on what the 
doctors were doing and then talking to other people with the same kind of thing and 
some people were going through worse than I was and that made me feel well actually 
your not that bad off really
I so although you see the two things as separate like here you feel you are in a 
non clinical environment could you say something of your experiences in relation to 
the therapies you have had in relation to cancer treatment?
P It’s been good to make connection to people because there have been some
things that I couldn’t share with family members around me. The toughest part has 
been the whole mental game and the people here have helped me with that. I have 
tried to focus on the positives that is why I tried all the therapies. It’s been great for 
me personally because it’s like an integral part of my healing, as I said I also had 
acupuncture and have seen a nutritionist so I’m experiencing many things to help me 
with improving how I feel. With that I have felt by choosing what I do there is a sense 
of control that I could have some say in what was happening to me.
I right unless you can think of anything else I am aware of time
P no I have to finish anyway
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Year 3 Research:
Minding the body: Psychotherapists management of their own health status 
whilst working therapeutically with clients.
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Abstract
Background: The literature relating to lifespan issues including, chronic disease and 
physical illness reveals that people live longer than ever before and will do so whilst 
having to manage long term physical health difficulties, such as cancer, and heart 
disease. Literature pertaining to psychotherapeutic clinical practice in this area 
focuses mainly on the management of health issues and the psychological impact of 
them for the individual client.
Little research has focused on the experiences of therapists working within this 
context and therefore this study aimed to create and gain further knowledge and 
develop understandings of ways in which therapists manage and negotiate their own 
health status whilst working therapeutically with clients, and, the implications this 
may have on the process of therapy and the therapeutic relationship irrespective of the 
theoretical framework in which they work.
Methods: A Qualitative methodology was utilised in order to provide accounts of 
therapists’ experiences of managing their health status in the process of working 
therapeutically. Therefore seven therapists participated in open ended semi structured 
interviews in this regard. Data was then analysed using grounded theory as proposed 
by Charmaz (2010) which takes a constructionist position to explicate core categories 
within the data.
Findings: The findings revealed two headings: that of therapeutic management and 
supervision management with core categories relating to therapists engagement, 
positioning and disclosure which related to a major core category of therapy with 
multiple selves and therapy as relational heteronomy.
Conclusion: These finding highlight the dilemmas of disclosure, the potential 
conflicts for reflective and reflexive practices and the potential degradation of 
supervisory practices.
Key Words: psychotherapy, health status, therapeutic practice, disclosure, 
supervision.
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Introduction
An Outline of the Research Project
This research study focuses on how psychotherapists who have had a relatively recent 
diagnosis of a physical illness including chronic disease manage, and work with their 
own health status when working therapeutically with clients. It was intended to 
examine and explore the impact this has on their work, the process of therapy and the 
implications within the therapeutic relationship using a grounded theory approach. It 
was also hoped to gain a greater understanding and insight of the personal processes 
and concepts constructed within this context.
Defining chronic illness and disease
Today chronic diseases, such as heart disease, stroke, cancer and diabetes are the most 
prevalent health problems across the western world. With an aging population and 
greater prevalence across children and adolescent populations people will have to 
manage their health conditions over a longer life span than in the past. In recent 
decades there has been a shift in life expectancy with the number of people aged 65 
and over expected to double by 2030 (Minion and Smith 2001). Sperry (2006) 
defines ‘chronic illnesses’ and ‘chronic disease’ as having different meanings. For 
example; chronic disease presents as an objective and definable process characterised 
by pathophysiology and pathology. A disease entity does not have a single cause, a 
specific onset or a stable set of symptoms, therefore a disease state is largely an 
objective entity. ‘Illness’ on the other hand is a subjective experience of the disease 
state. According to Sperry not all chronic illness symptoms are experienced 
constantly and chronic illness is more variable than acute (Sperry 2008). 
Alternatively another definition suggests that ‘chronic disease’ is illness that is 
prolonged does not necessarily resolve quickly or is not cured completely (Centre for 
Disease Control 2000). Locker (2003 cited in Scrambler) suggests that illness which 
is considered ‘chronic’ can cause changes to the body and can affect the quality of life 
of the individual.
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These definitions sum up what can be regarded as explicit descriptions of problems 
individuals may have with their physical bodies. Physical illness can therefore be 
viewed as something which affects an individual very much on the physical level 
where symptoms can be experienced either constantly or variably in intensity and 
degree. Quite often chronic diseases are life-threatening and therefore considered 
challenging and emotionally difficult, especially in light of the possible management 
aspect over many years. This can and has resulted in many clinical applications and 
psychotherapeutic interventions working with individuals with physical illnesses. 
Indeed the prevalence of chronic diseases, for example cancer and diabetes, is 3 times 
that of mental disorders (Sperry 2008). People who present as clients for 
psychological interventions have a likelihood of having one or more chronic diseases 
alongside their psychological presenting issues. Furthermore it has been suggested 
that many health care professionals including psychotherapists and psychologists will 
themselves experience at least one chronic disease in their lifetime (Sperry 2008).
Research Literature
In this study a thorough review of the literature was avoided in line with the spirit in 
which grounded theory is approached. Instead a brief review was carried out as 
suggested by Payne (2008, in Lyons & Coyle 2008) in order to gain some awareness 
of existing literature and relevant theories which may already have been developed. 
In addition a review of some of the literature was needed to become aware of 
assumptions and preconceptions of the data collection and analysis process for the 
purposes of proposals and ethical procedures with regard to this research project as a 
whole.
Chronic illness
Chronic disease and physical illness research literature with regard to psychological 
therapies currently focuses on clinical applications which often combine physical and 
psychological treatment and co-morbid presentations, the emphasis being the 
psychological impact, management, and the use and efficacy of therapeutic 
interventions. For example a randomised controlled trial exploring interventions for 
Chronic Fatigue Syndrome found that a combination of graded exercise and cognitive
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behavioural therapy reduced symptoms of fatigue, anxiety and depression and had a 
positive effect on the management of physical and social functioning of individuals 
(Chambers, Bagnall, Hempel & Forbes 2006; Deale, Chalder, Marks & Wessley 
1997).
Psychotherapy Literature
There is established evidence that the ‘Therapeutic Relationship’ is the most important 
factor in determining effectiveness and is according to Clarkson (2009) the 
cornerstone of psychotherapy. Norcross (2002) suggests that the person of the 
therapist is “inextricably intertwined with the outcome of psychotherapy” p420 and 
concludes that the therapeutic relationship makes “substantial and consistent 
contributions to the therapy outcome”. In addition it is the ‘quality’ of that 
relationship and the therapist’s ability to tune into the client’s “central effective states” 
which has been found to lead to successful results (Lindon cited in St Clair & Wigren 
2004).
Counselling psychology in particular invests in the notion of the therapeutic 
relationship between client and therapist and adopts a stance of the ‘reflective 
practitioner’. Indeed Bolton (2006) suggests many other practitioners within health 
care professions adhere to reflective practices as a way of raising awareness of gaps in 
self knowledge through a process of self questioning. Bolton argues that professionals 
can open themselves up and potentially query situations, knowledge, feelings and 
understandings. He describes reflective practice as a “dynamic developmental 
process” (pi); and goes one step further argues that the way of becoming a more 
effective practitioner is to be reflexive as well as reflective. He proposing that 
reflection involves not only reviewing and reliving experiences to bring things into 
focus but also a process of re-rendering and reliving “who said and did what, how, 
when, where and why” (p9), which then leads to personal insight. Being a reflexive 
practitioner requires and entails a ‘deeper’ process of questioning, focusing on one’s 
own thoughts, feelings, values and identity to ask what effect this has on the ‘other’; 
their situational, social, and professional structural frameworks and, “how habitual 
ways of thinking relating to others, structures of understanding themselves, and their 
relationship to the world” (plO).
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An essential part of this is the identification of and attending to the therapists ‘use of 
self in the relationship and the process of therapy. Indeed it is suggested that 
therapists’ ‘use of self is a ‘vital’ part of the therapeutic encounter (Strawbridge & 
Woolfe 2003). This alludes to the notion that therapy is an intersubjective process of 
‘self and ‘other’ and what happens or what is going on ‘between’ the two. Lewis 
(2008) argues that an intersubjective or ‘relational’ construction of ‘self questions the 
individual existence and extent of a separate self and continues to exist in a relational 
manner. On the other hand there are those who subscribe to the notion that the 
interactional process in therapy and the relationship is co-constructed. For example 
McNamee & Gergen (2005) suggest our formulations of what is the case are guided 
by and limited to the systems of language in which we live. What can be said about 
the world including self and others is “an outgrowth of shared conventions of 
discourse” (p4).
Arguably apart from psychotherapies which involve the physical body - for example, 
Reichian body therapy, the Chiron method and biodynamic massage - there is little 
mention, discussion or indeed focus on the body in mainstream psychotherapy unless 
it is pertinent to the client and their biopsychosocial system. Therapists may be body 
aware in the visceral and sensational sense but quite often the therapists “humanness” 
(Dreyfus 1967; Wilkinson 2008) - for example the ‘sick’ or ‘vulnerable’ em’bodied’ 
feelings and experiences - are left out of the therapeutic frame (Wahl 2003 in Woolf, 
Dyden & Strawbridge).
The study of psychotherapists with physical chronic Illness
With the increase in probability that more individuals will live longer and manage 
chronic and physical illness throughout their life span (which may have both physical 
and psychological implications) it stands to reason that many health care professionals 
including those in the field of psychology and psychotherapy of all theoretical 
orientations will be included in this population as Sperry suggests. Many will 
continue to work (Fallowfield 2011) because of the long term nature of their illness 
and will become patients themselves. With this in mind there are questions as to how 
individuals manage and work with their own health status. More specifically there
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are questions relating to what they do and how they do it when working 
psychotherapeutically in a position of ‘helper’. In this sense their work is 
person/client centred. Some theoretical frameworks in psychotherapeutic clinical 
practice postulate the ‘bracketing’ of therapists’ views, assumptions and personal 
biases and attempt to enter the world of the client and explore their experience. 
Spinelli (2007) argues that bracketing experiences remains an ‘attempt’ on the part of 
the therapist as ‘fully’ bracketing personal experience in the process of therapy is not 
possible. This suggests the implicit assumption that the therapist would not be able to 
separate themselves in the process and implies an embodied experience which is not 
mutually exclusive.
It seems that although literature on psychotherapeutic clinical applications for those 
experiencing these difficulties is plentiful, there is a dearth of literature with regard to 
the exploration and examination of physical ill health for health care professionals 
particularly those working in the field of psychology and psychotherapy. There is 
perhaps a taken for granted notion that they are somehow immune from and 
unaffected by physical ill health and its consequences. Furthermore, when 
considering psychotherapeutic practices there are both personal and clinical 
implications to be taken into consideration. The processes and concepts involved in 
this from the therapists’ perspective within this context could be better understood. 
Indeed Barkham argues that “opening the counsellor up to study would appear to be 
appropriate” ( in Woolfe et al 2003; p65) when it comes to the notion of continuing 
professional development and personal insight in relation to their work as reflective 
and reflexive practitioners. Indeed Wampold (2001) argues for approaching research 
by focusing on ‘therapists’ rather than on ‘therapy’. It could be argued that the 
processes of reflection and reflexivity within a framework of professional 
development should be considered an essential part of evaluating individuals own 
ethical practice Meara et al (1996 in Woolfe et al 2003; p622) propose that ethical 
practice requires the recognition of personal states. Therefore, the knowledge of how 
concepts and processes are framed and worked with could be useful, especially when 
thinking about the therapist as an embodied whole.
Currently it is hard to find any research which explores psychotherapists’ experience 
of being diagnosed and living with chronic disease and physical illness, but more
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specifically, the ways in which they experience the management of their own health 
status whilst working therapeutically with clients.
Therefore the study presented in this paper aimed to contribute to a greater 
understanding of the concepts and processes involved for practising therapists who 
undertake clinical work and who have ongoing physical health issues and how these 
are theorized and conceptualised. The rationale for this is to generate and gain greater 
knowledge and develop understanding of this phenomenon with a view to informing 
practices and examining clinical implications which are grounded in the day to day 
work of practitioners and in that sense contribute to and generate ‘local theory’ 
(Cutcliffe 2000) in relation to ‘practice based evidence’ (Barkham & Barker 2003, 
cited in Woolf et al). Therefore the research question in the first instance was defined 
as: “How do therapists with a diagnosis of a chronic disease and/or physical 
illness manage their own health status in the process of practicing 
psychotherapeutically with clients?”
Personal Reflections
Making the decision to do a study involving therapists rather than clients was 
something that I  had thought about very early on in my training. The university I  was 
attending at the time actively encouraged it and I  wasn’t so sure why because at the 
time I  thought it more relevant to research the client and the therapy. Four years 
later la m  more aware o f the benefits o f  doing this. It was only when I  found myself in 
a particular situation in my clinical work that the idea came quite naturally and as a 
result o f my own experience some two years ago. I  was faced with having my own 
physical health problem and continued to see client’s throughout. This experience 
and working therapeutically raised questions for me. Some o f these related to me as a 
practitioner working safely with clients and others about the finer detail o f  what 
happens between myself and the client. A t the time my appearance changed and I  was 
concerned what affect this might have. I  also felt uncomfortable about how I  would 
handle it with clients. I  was working psychodynamically at the time and therefore 
disclosure was not encouraged. This was when my curiosity and questioning 
developed. My general cancer experience at the time was that people did not tend to 
want to talk in any detail about it and I  experienced quite a lot o f  avoidance by others
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which fe lt quite stigmatising. However it was these issues that sparked my natural 
curiosity and my need to develop as a professional. I  wanted to get a greater 
understanding o f  others who work when they have a long term illness. I  also wanted 
to discover more about how they negotiate and resolve problems that might arise 
within the process and relationship with clients. In many other working environments 
similar problems may not arise but the nature o f  the clinical work therapists do places 
them in quite a different position from the norm.
What also deepened my curiosity was the lack o f  literature on the subject especially 
the lack o f  physical or ‘body ’ related issues that might have an impact especially in 
counselling psychology.
Therefore my decision to research therapists ’ physical health and their experience o f  
it in their therapeutic practice seemed like a natural progression and one that I  hoped 
I  could learn from and contribute to on both a personal and professional basis. For 
me this is not about disability but lifespan issues that we all face. I  am also very 
aware that my own personal and professional experiences and my own biases and 
perceptions would have an affect on the research process and outcome.
Methodology
The research question arrived at lends itself to a qualitative methodology as it does not 
aim to test a hypothesis through experimentation measuring outcomes using fixed 
variables as in quantitative methods. With this in mind, several methods were 
considered for data collection and analysis within a qualitative framework which 
broadly aims to explore the subjective lived experience of the individual and way in 
which they make sense of their world through deriving meanings from experiences. 
These included what Willig (2008:9) describes as ‘big Q’ methodology in which 
methods vary in nature depending on their reflexive, epistemological and language 
awareness stances. Moreover, what is also considered to be crucial to the research 
process is the role of the researcher and their personal and professional 
epistemological stance and the implications this may have on the research process and 
findings (Willing 2008; Lyons & Coyle 2008).
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Data Collection
Due to time constraints and levels of participation for the researcher and the 
participants it was considered that focus groups or joumal/diary writing would not be 
a suitable way of collecting data. Neither would collecting data through 
‘observational procedures’ of therapists ‘doing’ therapeutic work with their clients 
which would not only compromise the confidential nature of their work but would not 
necessarily elicit rich data with regard to ways in which participants manage and work 
with a physical health condition and any implications of this.
It was therefore concluded that the way of generating data that would be most 
appropriate to answer the research question and develop local theory was to use 
interviews. Smith and Eatough (in Lyons and Coyle 2008) suggest that semi­
structured interviews exist as a continuum of level of ‘structure’ whereby a balance is 
struck between giving the interview some structure and as far as possible entering the 
world of the participant and allowing them to explore their experiences and elicit 
useful accounts and rich data. Charmaz (2010) suggests that to gather ‘rich’ data the 
interviews need to be intensive in-depth explorations where participants can articulate 
and clarify experiences which result in a retrospective account and therefore the 
interview process she suggests is therefore a reflection of participants’ and 
researchers’ joint constructive realities. Charmaz postulates that interview questions 
and “modes of inquiry shape subsequent data and analysis” (p33). For example by 
studying the data text the language and meaning used in participants accounts can 
guide, inform and formulate the direction of subsequent data collection. In order to 
generate as much rich data as possible whilst opening up discussion and exploration 
between researcher and participants, in-depth, open ended semi structured interviews 
were used. Data collection via interviews also allows for coding to take place early on 
in the analytic process so that points of interest within the data can be further explored 
in subsequent collection of data, to assist the development of categories.
Analytical approach
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This study aimed to explore and understand concepts, and processes which go beyond 
description to uncover explanations and implications. Different qualitative methods 
were considered for the analysis of data. One was phenomenological methods of 
enquiry which are primarily concerned with the extraction of ‘essences’ of the 
experienced phenomena although the differences within this method focus on 
divergences between more descriptive phenomenology as with Giorgi (1985) whose 
method goes beyond the description of experience and develops “meaning units” 
(plO) and “the psychological insight contained in them directly”. He suggests that the 
researcher adopts a psychological ‘attitude’ towards concrete descriptions whereby 
spontaneous discriminations and the manner in which everyday language is translated 
into a more “precise psychological terminology” (p i2) which presumably would 
articulate the meaning of the phenomenon. Giorgi also suggests this method of 
analysis requires a process of reflection and “imaginative variation” (pi 7), in order to 
elucidate psychological aspects of the experienced phenomenon.
Interpretative Phenomenological Analysis (IPA) on the other hand has been 
influenced by a hermeneutic framework as its emphasis is on the interpretation of 
descriptions of experience which is seen as an inevitable result that understandings are 
derived through presuppositions which have been gained through personal views and 
experiences of the individual interacting with both the participant, their own 
experiences and the quality and nature of the phenomenon. This method of analysis 
clusters ‘themes’ to capture meanings, which assumes interpretations of experiences 
of participants’ internal worlds and what they ascribe to experience within their social 
environment. IP A seeks to put aside assumptions located in the researcher whereby 
their own notions of the phenomenon being examined. These can supposedly be 
bracketed off in favour of the object of focus in order to gain a greater understanding 
of the phenomenon and therefore remains an interpretation from the researcher’s 
perspective.
Thematic analysis (TA) has been criticized for doing no more than grouping quotes 
from data material into themes but does not structure them in order to illuminate the 
material although it may have a minimal advantage over content analysis which 
simply counts the frequency of words in themes rather than derive any kind of 
meaning. Although TA might also sort and categorise data into something more
194
meaningful, there is an assumption that particular words would mean the same thing 
or can be considered similar enough to group together. Braun and Clarke (2006) 
argue that a lot of analysis in qualitative research is ‘thematic’ but labeled as 
something else for example, discourse analysis, conversation analysis and 
phenomenology. Moreover the reference to themes is common in the process of 
analysis as they capture information important to the research question and suggest 
there are no specific rules as to how themes are determined as themes but are 
ultimately for the researcher to decide and refine. In this it seems that themes are 
repeated patterns of ideas which run throughout a piece of data. Conversely methods 
of discourse seek to understand how language is used and its function within social 
interaction which goes beyond constructing ‘themes’ and seeks to capture social 
constructions.
Grounded theory as proposed by Charmaz (2010) is concerned with gathering 
inductive data through systematic strategies in order to create original analysis to 
interpret and construct theory concentrating on processes and concepts rather than 
themes. It assumes a social constructionist position and therefore rather than finding 
‘an objective truth’ as in a positivist approach to grounded theory. It seeks to go 
beyond description, meaning and interpretation of experience and develop theoretical 
explanations embedded in the data.
These qualitative approaches to analysis have convergences and divergences with 
regard to how data is examined and what kind of knowledge and assumptions and 
made and produced. This research aimed to construct explanation of participants’ 
experiences into processes and concepts rather than themes and realising a localized 
theory. The research question and the kind of knowledge it seeks to find out lends 
itself therefore towards grounded theory. The researcher epistemological stance on 
the role of the researcher in this study leans toward a constructionist understanding of 
the production of knowledge in an inductive way where the process of data collection 
and analysis is actively constructed and therefore brings them squarely into the 
research process. On this basis a constructionist approach to grounded theory was 
chosen as a method of analysis of data.
Method
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Reflexivity
It is to be noted that it is recognised that analysis is a process of construction by the 
researcher and therefore will be influenced in some way by the researcher’s 
assumptions and pre-understandings which will affect how the research is conceived 
and carried out. The researcher in this case has experienced a chronic health condition 
and is therefore aware of possible personal biases. An attempt was made to set these 
aside and remain open when carrying out the analysis, but there may have been a 
propensity to choose certain concepts and categories over others in a subjective way. 
Guidelines for evaluating qualitative research studies subscribe to the notion that 
researchers own their own perspectives and in this case it is important to recognise 
that personal experiences may have produced particular values, interests and 
assumptions both at the time of the interviews and within the subsequent analysis 
process.
Participants
Participants were recruited on the basis that they were over the age of 18 and either a 
qualified psychologist, psychotherapist or counsellor, or currently training for 
qualification. They were required to be currently working with clients but could have 
recently had some time away from their work due to their illness. However inclusion 
criteria stated that participants were currently seeing clients.
Participants were recruited if they had a physical health condition which had been 
present for three months or more, making it a chronic condition (WHO 2012). This 
included individuals who have ongoing symptoms which may disrupt daily life or may 
be considered life threatening.
Ethics
Ethical approval was obtained prior to carrying out this study from the University of 
Surrey, Faculty of Human Sciences Ethics Committee, (see Appendix 6 for a copy of 
ethical approval).
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Procedure
Participants were recruited through charitable, voluntary, private sector organizations 
and university institutions offering relevant courses through email requests advertising 
the study. These requests were localized around central and south west London and 
Surrey. Each potential organization was sent a personalized letter outlining the 
research study together with an advertisement of the study (Appendix 2). The 
researcher also recruited participants by placing advertising posters and leaflets in 
counselling and psychotherapy centers’ within the same area, (see Appendix 3) for a 
copy of the advertising poster and leaflet.
Potential participants who responded were sent further details of the study in the form 
of a participant information sheet, (Appendix 4) and a consent form (Appendix 5). 
The researcher also had contact with potential participants via telephone enquiry and 
after answering questions pertaining to the study participants were also sent the above 
information. This procedure was carried out in order to maximize informed decision 
making with regard to participation.
Once a participant was recruited as part of the briefing process they were asked to re 
read the participant information and offered the opportunity to ask any questions. 
Informed consent was then obtained prior to each interview. Interviews were 
recorded with a digital recorder and later downloaded onto a PC to enable them to be 
transcribed verbatim. The interview schedule (appendix 7) demonstrates that in the 
first instance that questions relating to the research question were left open and semi 
structured in order to develop more appropriate questioning as data was captured and 
categories developed. At the end of the interview each participant was verbally 
debriefed by being given a help sheet (Appendix 8).
A total of seven participants were recruited: two males and five females, age range 27- 
61 years, (Mean = 48.42; SD = 10.37). Five participants described their racial and 
ethnicity as white British and two described themselves as white other. See Table 1.
Participants had a range of health problems. Two had a cancer diagnosis (both still 
receiving treatment,) one a cancer diagnosis and a co-morbid presentation of IBS.
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One reported a long term problem with migraine and food mal-absorption, one 
reported IBS, one reported emphysema and one reported type 1 diabetes.
Participant Age Gender Ethnicity Health
Condition
Profession
Annie 43 Female White other Migraine/IBS Counselling
psychologist
Jo 48 Female White British Cancer Integrative
Psychotherapists
Jane 61 Female White British Cancer Psychotherapist
Harry 58 Male White British Type I Diabetes Integrative
psychotherapist
Caroline 27 Female White British IBS Psychologist trainee
Bob 50 Male White British Emphysema Psychologist trainee
Rachel 52 Female White Other Cancer/IBS Clinical
psychologist
Table 1
Descriptions of their profession were described as: One counselling psychologist, two 
trainee psychologists, one clinical psychologist, two integrative psychotherapists and 
one psychotherapist.
Analytical process
In the spirit of a constructionist grounded theory approach an initial sample was 
recruited to get a sense of ‘content’ and ‘story’ in order to generate data which could 
be developed through theoretical sampling which is the primary focus of grounded 
theory (Charmaz 2010). Given the time limitations of this study it was not possible to 
reach saturation. However, two rounds of theoretical sampling were possible.
Once three interview transcripts had been produced data was first initially coded, 
individually working line by line, followed by comparing data with data to begin to 
explicate concerns, actions, assumptions and meanings of all three participants as 
suggested by Charmaz (2010). This process also included intuitively and analytically 
identifying gaps in the data. The next stage was to re- read each transcript and 
develop focused coding, beginning to ask questions of the data with regard to 
developing concepts and processes that could be further developed into core
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categories. In parallel to this process the researcher began to reeord memos relating to 
the participants’ accounts, the process of data collection and developing ideas and 
thoughts about what was emerging within the data. The memos were also a way of 
making sense of the data and the formulation of more reflexive abstract ideas. The 
memos helped to develop an analytical stance towards more unconscious processes 
implicit in the data which enabled concepts and theories to be developed for further 
refinement for the stage of theoretical sampling. As participants accounts were 
analysed in this way codes began to take shape as conceptual categories which 
focused on ways in which participants managed their health status on multiple levels 
with a multitude of strategies and tactical arrangements. Theoretical Sampling was 
introduced at this stage in order to develop the properties of categories. Therefore two 
more rounds of participants were sought. In the first round two participants were 
asked more focused questions on managing their health status and processes of 
therapy, therapeutic relationship and disclosure. The second round of theoretical 
sampling two further participants were asked more focused questions with regard to 
supervision processes and disclosure. Theoretical coding was incorporated into the 
analytic process as suggested by Charmaz (2010) to enable the linking of codes and 
their relationships to categories. At this stage rudimentary diagrams were constructed 
of each emerging core category and their properties and relationship with each other 
within and between eategories. This assisted in the conceptualising of an emerging 
theoretical framework and the integration of these into a more substantial and 
cohesive theoretical model.
During the latter part o f  my training I  have revisited an area o f  interest which began 
at the beginning. An increasing fascination for constructionist concepts o f  
understanding human function within a social context was ignited in my final clinical 
placement where multiple realities were acknowledged and accepted within 
psychology discourses. In addition in my second year I  carried out a small study on 
how counselling psychology trainees constructed their experience o f training and used 
discourse analysis as a method. I  found the notion o f  social construction, 
inter subjectivity and the use o f language a different way o f viewing the world which 
was making a lot o f  sense to me although I  did not want to necessarily study
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language per se within this work but fe lt my position lay somewhere between realist 
and contextual constructionist.
My first hurdle was to try and get therapists to talk to me about essentially something 
very personal. I  suspected that some individuals who work within a particular 
framework and do not believe in ‘disclosure ’ on any level would want to discuss it. 
Therefore I  was aware that participants would probably be from similar orientations. 
However this research was not intended to be about disclosure necessarily.
The process o f  data collection and analysis within this method requires a concurrent 
stream o f parallel processes. So at the same time I  was gathering data, listening to 
recordings and typing up verbatims it allowed me to formulate and develop codes and 
categories. I  found doing it this way was a good way o f  understanding which 
direction the data was going in order to get a better idea where it could be developed 
and where small threads o f  information could be further investigated. However, 
although the process o f coding opened up the data I  fe lt overwhelmed with so much 
information it was hard to begin to conceptualise. The only way to facilitate my 
thinking and group ideas was to record them in the memo writing. I  found this a 
helpful resource to disentangle all the information and freed a space to transform 
descriptions into a more abstract form.
I  wanted to get rich data which included accounts which went deeper into experiences 
o f what actually happens in the process o f  therapy and within the participants \ I  was 
hoping this would get closer to their experience o f themselves and their clients. 
However I  learned that to get a sense o f  ‘process ’ was not easy because o f  course I  
was getting a retrospective account and the finer detail o f  what is experienced in the 
moment is difficult to capture. David Rennie’s (1998) work on the moment to moment 
process and meta communication analyses o f therapist and client activity during 
sessions ‘unravel’ processes. Although I  knew I  could not do this kind o f  research on 
a practical and ethical level I  wanted to get as near as possible. However I  realise 
those retrospective accounts o f  experience can only give a flavour o f  what it was like 
and is in itself a construction ofpast experience and interviews a co construction.
At times I  had a sense that some participants held back or had difficulty articulating 
what it was like or how they felt when working therapeutically Mnth clients instead
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focusing on the health problems in question. Sometimes I  found it hard to steer the 
interview in the direction o f the management o f  it in clinical practice without coming 
across as disinterested in their problems and being too intrusive in the interview 
process and seeming to have my own agenda.
There were times when what I  heard did not sit comfortably with me as a practitioner 
myself and struggled to remain neutral. One participant seemed quite unaware o f  
how the clinical work she was doing may be impacted by what was a serious health 
problem which potentially had life threatening consequences. Another took steps to 
mitigate the effect work had on their health and went to great efforts for self care but 
on the other hand did not seem to consider the impact on the therapeutic relationship. 
However, what I  came to realise is that I  was witnessing evidence within the interview 
process o f people’s therapeutic blind spots and defenses at work. However, the 
participants themselves were able to reflect on how they behave and manage their 
health status and in that sense it was a useful exercise in itself. I  was also able to 
deepen my reflection o f how I  behaved and become more aware o f  my own possible 
blind spots within my clinical practice and the research process itself, and, how my 
defenses might impact therapeutic relationships.
In the process o f analysis once I  had ceased to collect data I  found it a challenge to 
transform description o f experience into more abstract conceptualisations which 
would do justice to the data without appearing to reduce it. As there does not appear 
to be a stage process o f analysis I  struggled to make sense o f  so much information. I  
developed diagrams o f potential categories in order to see differentiation and where 
categories overlapped. I  then had to decide which categories seemed more important 
than others and how they fitted together. However this process seemed at times quite 
reductionist and the richness was in danger o f getting lost.
Findings
As participants were therapists of one sort or another the next section describes 
participants as therapists to get a greater proximity to the proposed theoretical model.
Therapists’ physical health conditions in this study varied greatly. The models from 
which they worked also varied. Some were managing more ‘by-products’ of health
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problems than others. However the accounts are a demonstration of how these 
therapists managed their work on a day to day, week to week and month by month 
timeframe. Their retrospective accounts also show the personal and professional 
experiences and dilemmas they faced and this is a constructed interpretation of these 
from the researcher’s perspective.
Diagram 1 shows a diagrammatic representation of core categories, which make up 
the development of a theoretical model as an off spring of analysis. All categories are 
interlinked and interact with each other. The structure of the model is made up of two 
parts which represent the headings ‘therapeutic management’ and ‘supervision 
management’. Both are interconnected to a major core category of ‘Therapist with 
multiple selves’ and ‘Therapy as relational heteronomy’.
Manageojg^
Therapy 
as
t'elatienal 
lieteronomv
Therapist 
with 
multiple 
se lw s
Therapist’s
mm
selective {»-ocess
aggreeaiion
Supervision Management
Diagram 1
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Under the first heading of ‘Therapeutic Management’ are closely connected 
structures with three main core categories of: ‘therapist positioning’, ‘therapist’s 
disclosure as a selective process’ and therapist’s internal and external 
engagement’ which all relate to and interact with each other and the major core 
category.
Under the second heading ‘Supervision Management’ the core category -  3 way 
supervision degradation/aggregation - was seen as a core category linking the major 
core category to all the others within a framework of managing supervisory processes.
Therapeutic Management
‘Therapy as relational heteronomy’ -  ‘Therapist with multiple selves, 
positioning, disclosure as a selective process and internal and external 
engagement’.
The major core category of therapy as relational heteronomy- therapists with multiple 
selves is central to the model because of its multiple aspects. In therapists’ accounts 
of managing their health status with regard to their client work, all without exception 
clearly indicated that what they were managing was multi dimensional and multi 
layered in nature and involved thinking about themselves in multiple ways within the 
work they carried out; in this case the work of therapy and themselves as individuals. 
The accounts indicated that the processes that took place meant that therapist’s 
considered their health condition and self care secondary to the clients in their care by 
putting the ‘other’ first. Therapy was talked about on many different levels; for 
example, thinking about sessions ahead of time, being in the room, keeping the client 
in mind, what happens in the process of therapy, reflecting on the therapeutic 
relationship and managing the work of therapy over a period of time. The three core 
categories connecting to therapeutic management - those of positioning, internal and 
external engagement and disclosure as a selective process - are representative of 
concepts and processes which seemed most crucial to the therapists in maintaining a 
level of control where a balance may be struck and where problems and challenges are 
kept to a minimum. Often therapists position themselves as a person with a health 
condition, a therapist, a supervisee, a supervisor, a trainee and so on in relation to their
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work and where internal and external engagement of inner thoughts, feelings and 
physical symptoms are juxtaposed with the engagement of for example externalised 
entities such as clients, employers, other health professionals in combination with the 
engagement with their own physical bodies. With this in mind the core category of 
disclosure as a selective process captures the dilemmas of disclosure and concealment 
and the interrelated connection with engagement and positioning which in turn links 
into multiple selves and has relational heteronomy at its core.
Overall accounts reflect therapeutic management as a process whereby the practitioner 
tries to maintain a tricky balance which requires careful planning and tactics of trying 
to carefully consider their clients by placing them at the centre of their decision 
making whilst adopting different positions. The accounts demonstrated that therapists 
often have a need to re-evaluate and re-adjust to changing circumstances about their 
own health status and where this places them personally and professionally with their 
clients, supervisors and others. As individuals with ongoing health problems often 
have to deal with feeling unwell, having symptoms like pain and sometimes a change 
of appearance and visible signs of illness, they often engage in and view aspects of 
their work and practice as a whole from many different and conflicting perspectives 
which may challenge their thinking and create many dilemmas.
Jo’s description is an example of this:
“so for my existing clients who knew about my diagnosis and who knew 
about my cancer [ ] I  think what was trickier was that some clients who were 
new didn Y know about my diagnosis ” [ ]  “I  suppose the most recent thing in 
terms o f impact on client work was when I  stopped wearing my wig, because 
I  had a wig throughout my treatment. That’s been a major piece o f work in 
itself the changing o f appearance and[], I  probably stopped wearing my wig 
a couple o f months ago ". (Jo-Cancer).
Implicit in many accounts was a concept of the "immune healthy therapist' whereby 
therapists placed themselves in a position of hero or heroine. What emerged was a 
process of dealing with symptoms of illness by mitigating it as much as possible in 
order to continue or resume their client work. Most accounts convey a reluctance to 
cancel sessions with clients and they would sometimes go to extreme lengths to ‘be
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weir for them. Therefore a great effort was made to combat symptoms before work 
commenced:
“I  try different strategies and see what works until I  find  something that 
works” [  ]  when I  wake up and I've had a had night because o f  the migraine 
where the pain gets increasingly worse and you want to chop your head o ff [
]  I  have to go because some clients come a long way to see me, so I  end up 
with an icepack on my head get on the sofa put all the blinds down. I  have a 
strong cup o f coffee which does not come naturally because I'm  not really a 
coffee drinker but the caffeine helps []I can take a pain killer so the whole 
thing takes up to 2 hours before I  even begin to go to work”. (Annie: 
migraine/IBS)
There was also evidence of sessions in which therapists would conceal symptoms in 
order to be there and appear well for the client.
Caroline (IBS) describes how she tries to conceal her distress because of her 
symptoms when she is with a client:
“When I'm sitting there in front o f my client it might not look obvious that 
I'm feeling ill. The pain I  experience comes in waves so there are times when 
I  want to double up. I  try and shut it o ff to the best o f  my ability without the 
client being aware o f i t”.
Being the immune healthy therapist meant internal engagement of reflecting on the 
status of their health condition and convincing themselves that they were well enough 
to work. This caused at times some dissonance in thoughts and behaviour:
“I  sometimes forget I  have a long term illness because most o f  the time it is 
well controlled but o f course I  get frequent reminders. I  see myself as 
someone who is healthy, I  am able to work and doctors would not suggest I  
stop working because it is something that people live with. [  ]  Clients don't 
see you as an ill person o f  course they don't, I  don't like to see myself as an
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ill person because for the most part I ’m not. But symptoms are there -  I ’m 
having problems with my eyesight. (Harry diabetes)
And Annie describes her struggle and possibly her need to be seen as healthy:
“The struggle is because I  think because I  had it fo r many years, the 
migraines [J l’m quite OK on an everyday basis, [Jbut when it gets a bit 
worse...I think the struggle is that I  don’t feel that I  have a long term 
condition, so there is a bit o f  dissonance because in my head I ’m quite 
healthy whereas I  guess i f  I  had a different diagnosis [ ]  so when it stops me 
in my tracks I  get quite... 7 struggle with having to come to terms with it ”.
Therapists also like to see themselves as actively coping with their illness whilst at the 
same time being aware of their limitations. Therefore, being in the position as "active 
coper' is a useful way of challenging personal limitations. Bob reflects on this by 
talking about actively coping with having emphysema and organising his life around 
it, again with his client work in mind. He uses strategies which he hopes will 
minimise having to cancel clients. This is his early experience of having his illness:
“I  reduced my hours to part time -  two days a week somehow I  managed it.
I ’d go later after the rush hour so it wouldn ’t be so draining to get there, I  
would park as close to the building as I  could and because it is something 
internal, people don’t see it, most people wouldn’t have known [ ]  I  could set 
my own hours [ ]  I  never cancelled ever. A t that time nobody knew because I  
could put on a goodfront”.
The active coper is also evident in the process of therapy where therapists see their 
clients and conceal symptoms in order to manage. Most accounts conveyed that the 
internal process of engaging with the client in the session was to put aside their own 
problems which included physical symptoms often affecting their body, but actively 
focusing on the client and engaging in the world of the client led to a reduction in 
personal symptoms. Therefore by bracketing their own ‘self they were able to be 
more fully engaged with the client. Caroline is very aware of her body before the 
session:
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“yeah I t ’s difficult, I  almost want the sessions to start so that I  can focus on 
their problems [  ]  and when I  do focus on them it almost shifts so that I ’m not 
aware o f  it so much....um y  eh I  haven’t thought o f it like that before, I  just 
seem to be unaware o f  it. There seems to be a shift in focus away from my 
body and myself and my pain and on to them. [  ]  yeah it almost helps me 
disengage from me and my issues and my pain andfocus on theirs ”.
However, the ability to bracket off feelings experienced in the body had implications. 
By doing this there was a sense that therapists sometimes denied the body in the room 
as being part of the process of therapy:
“ I t ’s almost as i f  I  must shut it off, the other person mustn’t see it, this 
mustn ’t be in the room at all... but it is in the room, it must be there at a level, 
whether the other person picks up on it at all, probably at an unconscious 
level”. (Caroline: cancer)
“I  am doing very psychodynamic work f  ]  so I  am discouraged from  
disclosing anything to my clients but it was still in the room f  ]  it is in the 
air”. (Jane: cancer)
Alternatively it could be argued that sensitivity to the body was still present within the 
therapists’ minds but was seen as something that could be coped with and therefore 
managed. This is Rachel’s account of working with clients whilst managing cancer:
“I ’m very aware o f  what is going on in my body I  couldn ’t possibly deny it 
because its there everyday. Most people know about it but I  haven’t 
disclosed to clients so far... I  think about it when I ’m with my clients and 
frequently evaluate what might be going on in the process. At times I ’m sure 
one o f them knows but does not say anything, it puts me into a dilemma. But 
on the whole I ’m managing. I  would not see clients i f  I  didn’t think I  was 
managing”.
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Conversely others’ feelings of vulnerability were conveyed by concealment at times 
when thoughts and feelings conflicted:
“I  felt awful, because clients would pop in and “how are you? ”, you ’d go,
“fine ”, and carry on and actually that was one o f the things I  found most 
difficult was sitting and thinking “well I ’m not fine
Therapists’ accounts reflected ways in which they engaged with their client work, the 
therapeutic relationship and the process of therapy in relation to their own health 
difficulties. These varied greater depending on the range and seriousness of the 
symptoms they experienced and the kind of work they were doing. The responses 
included macro and micro level processes and included multiple ways o f  being and 
relating and how aware they might be of the processes and behaviours that take place. 
For example: Annie’s macro level of reflection:
“sometimes I  know I  cannot be so emotionally available to my clients and 
there are limitations to how empathie I  can be with them”[  ]  this is 
something I  have ask m yself’.
And Bob’s reflecting on physical symptoms in the room with the client where it 
shifted the relationship and was evident in the micro process:
“ when I  start to cough and I  can’t stop [ ]  it leads to a dilemma do I  go out 
o f the room[ ]  I  mean it’s there [  ]  and my clients look at me [ ]  and I  think do 
they think I  am going to die on them.
The accounts sometimes revealed underlying unconscious processes evident in the 
accounts. Harry’s diabetes has led to other health problems:
“the last client didn’t turn up and in a way I  was relieved because I  had a lot 
going on health wise that day. He was someone who was quite ambivalent 
about therapy and a bit needy and I ’m not sure how much I  could hold it that 
day”.
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Therapists frequently spoke of ‘how much’ they could be available to their clients in 
sessions and to the individual client where there is constant assessment and evaluation 
asking themselves how much is enough Where does the line between thinking o f  
‘s e lf  and thinking o f ‘other ’ determine what they decide to do. This happened rather 
like an overview of the work, with a particular client and in the session. And a way of 
reflecting on what was happening between themselves and the client in the 
transferential and person to person ‘real’ relationship (Clarkson 2009)
Rachel represents the dilemma:
“when I  was going through treatment I  had to think whether I  was well 
enough to see clients and weather it was ethically safe to do so
And Jo:
“I  had come into work and had felt ok and then fe lt not ok and one time when 
I  had someone coming in 15 minutes [ ]  I  had to [  ]  say “I  can’t see you 
now
Jo also gives an account of one particular instance with a client in the session:
“[He] had a big big issue about having to look after women and I  wanted to 
go straight [in] he absolutely ]ust didn’t want the session, ]ust wanted to look 
after me and actually I ’m saying “but I  don’t want you to do that” and he 
was trying to give me something I  didn’t want [  ]  that went straight to the 
heart o f the issue
Disclosure as a selective process in therapeutic management appeared to be setting, 
context and relationship driven. It was often perceived as a risky business where a 
convoluted set of concepts and processes which were in a constant state of flux and 
where internal reflective engagement was necessary on multiple levels. The decision 
to disclose was at times carefully considered especially with regarding the status of 
health and timing of the disclosure.
Bob explains:
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My first thought was, “Do I  tell him ” and just put it on the table, “yeah - 1 
have emphysema ”, I  don’t because that’s my personal s tu ff’ -  with another 
client I  might”
The decision to disclose was usually because it could not be avoided or to be used as 
an intervention in the process of therapy:
“I  am working in a context where I  can disclosure to clients but it depends on 
the client. [ ]  I  usually disclose as a way o f using myself. [] I  work in a very 
dialogic way and believe in the real relationship ” {Annie).
However the decision to disclose was not always a helpful intervention:
“She just had to come in and rant and rave at me and actually accused me o f  
being unprofessional a n d l shouldn’t have worked through my illness ” (Jo). *
The subject of disclosure seemed to be solitary pastime where therapists might be 
balancing and tolerating coexisting thoughts and emotions concurrently. Most of the 
dilemmas around disclosure meant that there was constant planning, evaluating and 
reflection. Where therapists would have to reflectively check in and out hourly, daily 
and weekly. This was mediated by sharing information with supervisors. However 
even when therapists considered disclosure consciously there were times when their 
own assumptions and defences got in the way and they failed to consider the body in 
the room.
“she (client) came in and started talking about her sister in law who had 
cancer. Then she started talking about what might happen when she has a 
diagnosis, this was someone who was obsessed about her body” (Rachel: 
cancer)
And Jane:
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“I  didn’t disclose and I  started to loose clumps o f  hair[] he said he had 
noticed I  was loosing my hair and all I  could say was yes I  am ”
Within these findings are sub categories which relate to the way therapists are 
managing their health with regard to therapeutic work which involves the general to 
the more specific. What is evident are concepts involving conscious and unconscious 
processes which help to mediate and mitigate management of the therapist health 
concerns and their client work. The therapists’ behaviour entails processes of 
planning, evaluating and reflection which can create dilemmas on an immediate 
personal level to a wider contextual professional level. However what is also evident 
in findings is the incongruence at times where therapists unwittingly forget their body 
in these processes and where putting aside their own health concerns does not work. 
Disclose appears to be something which is an ongoing process of evaluation although 
concealment and disclosure have implications for therapy.
Supervision Management
3 way supervision degradation/aggregation was seen as a core category to represent 
the supervisory process which in some ways was part of a feedback loop where 
therapists, positioning, engagement and the dilemma of disclosure were discussed and 
explored or seen to have clinical and ethical implications. Disclosures of health status 
were seen as two sub categories disclosure and non disclosure within the context of 
being a selective process in supervision. Therefore although the supervisor may know 
of a health problem they were not always privy to more localised disclosure dilemmas 
within the therapist and between therapist and client and the more micro levels of the 
therapeutic process and relationship. This in itself had implications for the clinical 
work and, extended into the supervisory encounter.
Three way aggregation or degradation accounts for two different shifting elements of 
the client-therapist-supervisor triad where disclosures can strengthen, integrate and 
aggregate these links within the triad or where non disclosure can diminish the link 
within the triadic relationship diluting a ‘real’ sense of the therapeutic work taking 
place between client and therapist. See diagram 2
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Client Client
Therapist Supervisor Therapist Supervisor
DegradationAggregation
Diagram 2
Therefore at times depending on positioning and engagement the therapist chose to 
disclose or not and although this was not always consciously thought through and 
seemed out of the awareness of the therapists and supervisors. This was at times 
bought into focus when therapists experienced difficulties within the therapeutic 
relationship for example a rupture as seen with Jo’s client*
Examples of a 3 way aggregation in disclosure was seen in Jo’s, and Harry’s accounts:
“I  talked it /the disclosure/ through with my supervisors [one client/ said I  
really benefited from you being really honest with me [  ]  you kept me 
informed and that helped me ”(Jo).
“the purpose o f supervision as I  see it is to strengthen the likelihood o f  a 
good clinical outcome. [ ]  It helps me to see M’hat might be currently 
obscured especially at times when I  don’t feel fully present in the therapeutic 
relationship. [  ]  The only way my supervisor can get a sense o f my client is 
through me and how I  present my work with them ” (Harry).
And examples of 3 way degradation within the therapeutic triad.
“sometimes I don 7 even think about my OM>n health problems because they 
are just there and so it does not alw’ays come up in supervision [  ]  then my
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supervisor will ask me how I  am coping and would wonder where it leaks 
into the work” (Rachel).
“its only when I  reflect about it afterwards that I  realise it must affect the 
process with my clients[ ] I  don’t always talk about it in supervision so it gets 
left out [ ]  I ’m thinking o f the parallel process now and it is only thinking 
about it now that lean  see how it might have implications. (Jane).
The supervision process appears therefore to be interlinked within the concepts and 
processes of disclosure decision making and the third ‘eye’ within the therapeutic 
frame between therapists and supervisors. The supervisor can provide a link between 
therapist and client where ethical practice can be more assured. Alternatively it may 
potentially disrupt supervisory processes.
Discussion
What this study has highlighted are therapists’ accounts of ways in which they 
manage health concerns on general and more specific multidimensional levels 
involving concepts and processes which attempt to place the client at the centre. By 
engaging both internally and externally they position themselves to try and ethically 
achieve this, whilst at the same time thinking about and reflecting upon their health 
status at any given time. This might include a moment by moment, day by day, and 
week by week awareness where constant decision making and action was required to 
mitigate signs and symptoms. However in the process of wanting or needing to 
position themselves as a healthy person immune to health problems they may 
mistakenly collude with clients assumptions that they were well enough and indeed at 
times be less self aware and use internal strategies which might preclude full 
engagement within the therapeutic frame. These internal strategies appear to be 
complex set of meta cognitive processes (Flavell 1976) which at times contradict each 
other and leave out or deny the body. Dallos and Stedman (2009) propose that 
reflective processes in therapy are levels of awareness which take place on and in 
action. Awareness in this sense is understood as a cognitive awareness in the moment 
to moment of therapy or as a result of retrospective reflecting on the action about the 
therapy. The ‘in action’ reflections it is suggested are a way of self monitoring or
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what Casement calls ‘the internal supervisor’ (Casement 2004) of the therapists own 
thoughts, feelings and experiences whilst with a client. These descriptions favour 
Rennie’s (1998) description of ‘reflexivity’ as these processes involve a conscious 
stream of awareness that takes place in the moment. However Bolton’s (2006) 
interpretation of reflexivity proposes that the therapists supposedly takes a step back 
and separates their ‘self and allows them to strategically and critically develop an 
awareness of the effect they may have and how they may be perceived by others. The 
purpose of this being that the practitioner can flexibly consider their deeply held 
values, beliefs and habitual ways of thinking.
It could be argued that these processes of reflection and reflexivity do not fully 
embrace an embodied experience which includes body as well as mind and although 
the therapists do consider the body it seems that it is not always integrated either in or 
on action. Action in itself implies behaviour and that is not possible without the body. 
Some accounts included the suggestion that therapists bracketed off feelings about 
bodily symptoms by paying attention to their clients which served to distract them 
from their own localised health status. Bracketing however is defined as views, 
assumptions and personal biases of the therapists according to Spinelli (2006). These 
too are cognitive in nature and concur with reflexive practices. It is argued that these 
practices assist in decision making processes about disclosure and concealment. They 
also appear to be necessary to managing the health status at any given time. However 
what this also does is make these more cognitive processes rather than embodied 
experiences. Shaw (2004) study of the significance of the therapists’ body in the 
therapeutic encounter looks at therapist’s somatic embodied experience of their clients 
and suggests that they ‘pick up’ intuitively their clients symptoms or embodied 
material as bodily countertransference. Therapists report that clients’ ‘material’ 
involving their body was somehow experienced within the therapist because their 
body acts as a receiver. In other words countertransference includes the body and is a 
relational experience. It could be argued therefore that this process would happen the 
other way around and as Annie suggested the client ‘senses’ something is not right 
which might create incongruence. And although therapists believe they bracket off 
the bodily feelings or symptoms this would only be an attempt as Spinelli proposes. 
Therapists may bracket their minds but not necessarily their bodies’. However in this 
study some therapists used themselves and their health status as an intervention to the
214
therapeutic process and relationship especially when there was a visible reminder of 
physical problems. But there was also an acceptance that therapists had their own 
limitations and \mlnerabilities which may affect they way they related. This seemed 
to lead in some cases to the reduced capacity for empathy. Although Rowan’s (1998) 
study on empathy suggested that it is an embodied overlapping of experience between 
client and therapists where there is ‘bodily communication’ at play. Which suggests 
that to some degree empathy is an embodied phenomenon whether there is a visible 
sign of illness or not.
Furthermore it appears that therapists own underlying unconscious internal dynamics 
such as defences and dissonance play a role both therapeutically and within reflective 
and reflexive practices.
Indeed to some degree the selectivity of deciding to disclose information either in 
therapy or supervision creates dilemma’s at some level. It is suggested that the 
dissonance between mind and body of someone with a physical illness conflicts 
reflective and reflexive processes because experience involve the body and reflexion 
and reflection involve meta cognition. This also may include the therapists having to 
position themselves into multiple selves to satisfy many requirements namely that of 
the client, themselves, their supervisors and so on. Todd 2006 suggests that internal 
dynamics such as cognitive distortions can act as a barrier to accurate reflexivity.
With this in mind the process of supervision it is suggested is an environment where 
therapists reflect on action and make sense of their own reflexivity. It may also act as 
a conduit between therapist and client where the supervisor may be able to bring to 
light processes within the therapist and the therapeutic relationship that may benefit 
from closer exploration and examination. The findings in this study suggest that 
disclosing information has many dilemma’s which requires a process of oscillating 
between thinking of self and thinking of other. It was found that this could contribute 
to or diminish the three way client-therapist-supervisor communication channel. This 
also begs the question with regard to assumptions individuals make with regard to 
personal beliefs, values and philosophies about physical health problems. Presumably 
therapists would as part of the reflexive practice reflect on their own and others 
assumptions of ill health and how clinical work might be affected by this. Self
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disclosure as a selective process may therefore hinder therapeutic practice when there 
is concealment as this may distort reflexivity and the purpose of supervision. 
Although the findings appear to suggest this is a constant dilemma but was evaluated 
as setting, context, client and ‘self bound.
These accounts were all in a sense a reflection on actions as they were a retrospective 
recollection of what happens in practice and therefore a reconstruction. Further more 
they may not have captured the more micro level constructions of what is experienced 
in the room with a client and with a supervisor. Participants in this study were drawn 
from similar cultural backgrounds and geographical areas where beliefs and values 
about physical health conditions and self disclosure may be perceived similarly.
What is also highlighted was the solitary nature of decisions in relation to disclosure 
within the management of physical health issues which could be perceived as a risky 
business for themselves and the therapeutic work. Furthermore although clinicians are 
bound by their ovm code of ethics there appears to be no protocol in place to assist 
with decision making in this regard. And although supervision is perceived as an 
arena to highlight therapists’ vulnerabilities and therapeutic blind spots the findings in 
this study suggest that the non disclosure of information at any given moment at any 
given time may dilute ethical decision making and therapeutic authenticity. And, 
increase the chances of disembodying the processes involved in the therapeutic 
endeavour. In addition this study was limited in that there was a small sample. The 
participants in this study had a wide range of physical health problems which 
implicated the individuals’ body on many different levels and affected them in a 
variety of ways. Some had visible signs of illness some did not which made the 
decisions around disclosure a very personal thing and one that involved varying 
strategies and tactics. Indeed in the interviewing process the information that was 
divulged also related to degrees of self disclosure and what the participants chose to 
share with the researcher. Likewise the researcher’s ovm biases, subjective embodied 
experience and reflective processes have itself has its ovm position. In conclusion 
these finding highlight the dilemmas of disclosure, the potential conflicts for reflective 
and reflexive practices and the potential degradation of supervisory practices.
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On reflection there were some areas where this study had some limitations. Firstly I  
could not recruit any participants from different ethic and cultural backgrounds 
although I  tried. I  think this may have provided a more diverse view on both physical 
illness and how individuals manage it in relation to their work. The other point is that 
the range o f problems people can experience is so vast that a small sample o f  seven 
only really scratches the surface. I  also realise that an illness that might be life 
threatening or that can become so is not quite the same as an ongoing condition 
which is not. In addition when a health condition is invisible rather than visible this 
might shed a whole new light on individuals’ perceptions towards it and the decisions 
they make.
Thinking about how I  had developed as a researcher and practitioner carrying out 
this study I  realise that the process can raise as many questions as it answers and 
research is very much an internal as well as external phenomenon. As I  set out to use 
interviews as a way o f  collecting data, although an adequate method in this case there 
could have been additional ways in which I  could have made more o f  participants 
processes and experiences for example in hindsight using triangulation to see things 
from a diverse perspective may have captured more immediate processes as well as 
retrospective accounts. This may have shifted the data to a different level.
I  realised that individuals irrespective o f their theoretical approach have very 
different capacities for reflection and that self reflection is a skill and a way o f  being 
that has many dimensions namely that a pre-reflective process which happens within 
interaction has the potential to raise self awareness that otherwise may not have taken 
place as an internal cognitive process. This is where interviews can aid awareness o f  
participants and researchers.
Although I  had suspected this would be the case I  had not fully realised the time 
consuming nature o f  a method such as grounded theory. I  can now see the value o f  
honouring the potential and richness o f  the data by allowing enough time to follow up 
and develop theories which can then be further developed. However such methods o f  
analysis are in danger o f being an unrealistic way o f  doing research in post graduate 
training as it may compromise the questions it sets out to answer.
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Appendix 1
Personal Letter
UNIVERSITY OF
Dear Sir/N4adam
I would like to introduce myself to you. My name is Rebecca Kavanagh and I am 
currently studying for a practitioner doctorate in Psychotherapeutic and counselling 
psychology at the University of Surrey and in my final year.
As part of my training I am developing research into the psychological impact of and 
experiences with chronic disease and physical illness. This year my research study 
will investigate the experiences of health professionals namely psychotherapists, 
psychologists and counsellors' who manage their own health issues of this kind whilst 
working with clients.
As part of this research project I am looking to recruit approximately 10 participants 
to interview and am seeking permission to recruit from within your organisation. My 
intention is to do this through posters and leaflets. And, if possible a ‘blanket’ email 
to therapists as a personal request within the organisation who might be interested in 
participating. I am also more than happy to organize a small presentation outlining 
my study for anyone that might be interested but would like further information.
I am enclosing/attaching a copy of a poster which I intend to use for the purposes of 
recruiting participants to give you more information of my intensions.
If you would like to discuss this further or have more information I am contactable 
through the university - email address R.kavanagh@surrev.ac.uk alternatively on my 
personal email address: kavanaghrebecca@hotmail.com or mobile: 07788740132. 
You can also contact my research supervisor Professor Jane Ogden at 
1 .ogden@surrev.ac.uk. This research project has had a favourable ethical approval 
from the faculty of Arts and Human Sciences at the University of Surrey.
Many thanks for your time.
Yours sincerely
Rebecca Kavanagh
Counselling Psychologist in Training.
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Appendix 2
Research Poster and Leaflet
UNI\/ERSITY OF
SURREY
Participation in Research
/  Are you a counsellor, psychologist,
psychotherapist working with clients?
Have you been diagnosed with a chronic disease or physical 
illness any time within the past year? For example -  Diabetes, 
Cancer, IBS, Lupus, HIV, Chronic Fatigue, Fibromyalgia, 
M igraines, Rheumatoid Arthritis and Heart disease.
I am looking for men and women — over the age o f 18 who work or have worked with  
clients w hilst managing a physical illness or chronic disease.
I am interested in hearing from you about your experiences. You may have had some 
time absent from client work or continued throughout or indeed had periods o f  
managing your health status and taking the appropriate time to recover from  
treatment. W hatever your experience I would still love to hear from you.
My name is Rebecca Kavanagh and I am preparing a research study 
which looks at how health professionals like
psychotherapists/counsellors and psychologists manage 
their current health status whilst working 
therapeutically with clients.
This research project is part o f  my practitioner doctorate training in psychotherapeutic 
and counselling psychology at the University o f  Surrey.
Volunteers will be asked to take part in a short interview on one occasion lasting 
approxim ately one hour. This interview will be entirely confidential and conducted  
with sensitivity and anonymity.
If you would like to participate or require more information I can be contacted on 
Mobile: 07788740132 or my email : r.kavanagh@surrey.ac.uk 
You are also invited to make contact with my research supervisor Prof Jane Ogden  
of the University o f Surrey at i.ogden@ surrev.ac.uk or on 01483 686 931 if  you 
would like to verify anything about this research.
This Study has received a favourable ethical opinion from the Faculty o f Arts 
and Human Sciences Ethics Committee at the U niversity o f Surrey.
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Appendix 3
Participant Information Sheet
UNIVERSITY OF
EY
I am a trainee Counselling Psychologist at the University of Surrey, conducting a 
research study as part of my psychD training in psychotherapeutic and counselling 
psychology into how individuals who have been diagnosed with a physical illness 
and/or chronic disease manage their own health status whilst working 
psychotherapeutically with clients.
The literature relating to lifespan issues including chronic disease and physical illness 
reveals that people live longer than ever before and will do so with having to manage 
long term physical health difficulties, such as cancer, heart disease, diabetes and 
various types of arthritis. Literature pertaining to psychotherapeutic clinical practice 
in this area focuses mainly on the management of health issues and the psychological 
impact of them for the individual client.
Little research has focused on the experiences of the therapists working within this 
context and therefore aims to create and gain further knowledge and develop 
understandings of ways in which therapists negotiate their own health status in the 
light of their own ill health irrespective of the theoretical framework in which they 
work.
What is the purpose of this study?
The purpose of this study is to create and gain knowledge and understandings of how 
individuals who are experiencing health difficulties and work psychotherapeutically 
with clients’ and how they manage and negotiate the personal and professional 
implications. This study is intended to help psychologists, psychotherapists and 
counsellors in particular be more fully informed of the concepts, processes and 
practices involved with those working and living in this way particularly in light of the 
fact that we are living longer, having longer working lives and many with health 
difficulties which have to be managed on a day to day basis.
What are the benefits of taking part?
It is hoped that by taking part in this study you can contribute greater knowledge and 
understanding of living and working with health issues within clinical practice and 
add to practice based evidence as well as developing understandings of lifespan issues 
within the psychotherapeutic community. It is also an opportunity to talk in depth 
about your experiences of how you manage your life and work within this context.
What are the possible disadvantages of taking part?
There is no intention to cause distress, however it may be that you do experience some 
difficulty and painful feelings during or after the interview process. In the event of 
any distress caused you will be given a help sheet to guide you through this with 
contact details of those who can help you through potential distress. I can also be 
contacted by email if you need assistance.
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Do I have to take part and what will happen to me once I have given my consent 
to take part?
It is your decision if you want to take part in this study. If you do decide to volunteer 
you will be interviewed at a time and location which is convenient to you. This could 
take anything between 45 minutes and an hour and a half. The interview questions are 
open ended so this means although you will be asked a few questions the aim is to 
initiate a discussion about your experiences.
The interview will be recorded on a digital recorder which will then be downloaded 
onto a computer. The interview content will then be transcribed verbatim which 
means a written document containing the interview will be made. Once the recordings 
have been written up the originals will be destroyed. Naturally, all names and 
locations will be changed on any documentation to protect your identity. This 
confidentiality will be maintained throughout all of the research process and write up. 
If you want to withdraw your consent from the study this will be perfectly acceptable 
and you can do so until the end of April. You will not need to justify your decision 
without prejudice.
If there is anything you would like to discuss with regard to this study and if you 
would like to take part I can be contacted on mobile number 07788740132 or 01483 
686931 at the university of Surrey or by email address: R.Kavanagh@surrev.ac.uk. 
You can also contact my research supervisor Professor Jane Ogden at 
1 .ogden@surrev.ac.uk if you would like anything verified about this research study.
227
Appendix 4
Participant Consent Form
"3
f  UNIVERSITY OF
Research Consent Form
Please read the following information carefully and if you are in agreement, sign your 
name where indicated.
You are being asked to participate in a study which is looking at your experiences of 
how you manage your own health status; as an individual with a physical illness 
or/and chronic disease and how you manage this in relation to your clinical work with 
clients. This means how you go about this within the processes of therapy and your 
therapeutic relationships as well as personally how you have until now negotiated and 
managed your own health issues alongside your work as a therapist.
This is an opportunity to talk in depth about your personal experiences as an 
individual and as a health professional and any implication which may arise or have 
arisen. You may have had some time away from working therapeutically with clients 
and that experience is valuable as well so please feel free to talk about your 
experiences as a whole.
Your consent
I have read and understand the information sheet that has been provided to me. I have 
had a full explanation of what participation means, the nature and purpose of the study 
and, what will happen before, during and after the interview process. I have been 
given the opportunity to withdraw from the study without the need to justify my 
decision and have been given the opportunity to ask questions about all aspects of the 
study and have been given advice about where to go for help and support if  I need it 
after the process is over.
I agree to comply with the instructions given to me by the researcher during the course 
of the study.
I understand that all the material gained in the research is to be kept strictly 
confidential and all names will be changed to protect identity. Once the recordings 
have been transcribed they will be destroyed.
I give my consent to be interviewed about my experiences and also consent to a digital 
recording be made of our discussion and all parts being transcribed for the purposes of 
the research.
Name of Participant.. 
BLOCK CAPITALS
Signed.......................
Date...........................
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Appendix 5
Ethical Approval
C h a i r ’s  A c t i o n
Ref:
Nam e of Student:
Title of Project:
Supervisor;
Date of subm ission: 
D ate of re-submission:
Faculty of Arts and Human S ciences  
E t h i c s  C o m m i t t e e
696-PSY-12 RS
REBECCA KAVANAGH
“Minding the body: Psychotherapists 
management of their own health status whilst 
working therapeutically with clients”
PROFESSOR JANE OGDEN
9™ JANUARY 2012
21^ FEBRUARY 2012
The above Project h as  been  re-submitted to the  FAHS Ethics Committee.
A favourable ethical opinion has now been  given.
Signed: d  cjLvX o — —
Dry Adrian Coyle^-""^ 
Chair
Dated: ^ O'-y 2_o <2.
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Appendix 6
Interview Schedule
Introduction.
First of all I would like to thank you for your time and agreeing to talk to me. As you 
know the focus of this interview is to explore together your experiences of your 
current health status and how you work with and manage your clinical practice and the 
personal and professionals implications.
As this is an open ended interview the questions are designed for you to freely express 
your experiences beyond the questions that are put to you. The questions are designed 
to be elaborated upon if you so wish.
The aim of the interview questions are to encourage and explore in depth the 
experiences and create a personal discussion between us.
Can you tell me about your health condition?
Can you tell me whether this has influenced how you work with clients?
How do you manage your health condition whilst working with clients?
Does it have an impact on the therapeutic relationships you have?
Have you told any of your clients about your health condition?
How has it helped or hindered your work with clients?
What are the sorts of issues that arise?
What are your thoughts about working with clients and having this condition? 
Conclusion.
We have come to the end of the interview and I would like to again thank you for your 
participation. Is there any thing else you would like to add at this point? Feel free to 
ask any questions you wish. You have had an experience which could be of value to 
others, Is there any advise you would like to impart to people in a similar situation for 
the purposes of this research study.
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Appendix 7 
Help Sheet
Dear Participant
This help sheet has been given to you as part of a debriefing process and after care.
It is unlikely, but taking part in this study and talking in depth to me about your 
experiences may stir up some very difficult thoughts and feelings about what you are 
going through and how you are dealing with your health status.
In the case that you have experienced any distress and feel you need help and support,
the following are ways in which you may be able to do this.
• Contact me by email at R.Kavanagh@surrev.ac.uk or alternatively contact me
at the university on 01483-686961 and I will try and assist you find the appropriate 
help.
• If you are currently receiving personal psychotherapy as part of your training 
or personal and professional development it would be advisable to discuss difficult 
thoughts and feelings with them as soon as possible.
• Contact your clinical supervisor to discuss any issues that have arisen as a
result of talking about your experiences and personal practice.
• If you are not currently receiving any personal psychotherapy and feel you
need to talk to someone about what has arisen from talking to me please contact the 
organisation of which you are a member to access some help.
• For example -  Here are some organisations which may be able to assist and
support you. British Psychological Society (BPS), United Kingdom Council for 
Psychotherapy(UKCP), The British Association for Counselling and Psychotherapy 
(BACP). See below for contact details.
British Psychological Society (BPS)
www.bps.org.uk 
click on ‘find a therapist’ 
email: enquiries@bps.org.uk 
Tel: 0116 254 9568.
UKCP:
www.psvchotherapv.org.uk 
Click on ‘find a therapist’
Email: info@ukcp.org.uk 
membership@ukcp.org.uk 
Tel: 0207 014 9955
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BACP:
www.bacp.co.uk
WWW, its goo dtotalk. org.uk/therapi sts/
Tel: 01455 883316-01455 883300 
Email: bacp@bacp.co.uk
Samaritans:
wivw.samaritans.org.uk
Tel: 08457 909090 (central offices)
Branches:
Reigate, 01737 248444
Kingston upon Thames, 0208 399 6676
Croydon, 0208 681 6666
Putney, 0207 789 9121
Email: jo@samaritans.org
The Wimbledon Guild Counselling Service
Offer many different services and help 
Mon-Thursday 9am-10pm 
Fri -  9am- 8pm
Address: 1st Floor, Guild House,
30-32 Worple Road,
Wimbledon SW19 4EF 
Tel: 0208 296 0030
Kingston Women’s Centre
Address: 169 Canbury Park Road 
Kingston upon Thames 
KT2 6LG.
Tel: 0208 541 1941.
Counselling for Men (CFM)
Email: enquiries@counsellingformen.com 
Tel: 0844 8001272.
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Appendix 8
Participant Interview
I The first question is an open question about what your health condition is or
was, and how you managed it on a general day-to-day basis.
P Well, it’s hopefully a ‘was’ because I had breast cancer and I was diagnosed
about a year ago. So I started my treatment on 3 March and ended November, 
when I had my last radiotherapy. So yes I’m hoping it’s a ‘had’, not a ‘have’. 
Do you want to know how I manage it at the moment o r ,
I Well if you are still managing the fall-out from it, it would be interesting to
hear about that.
P In terms of health or therapeutic practice from day to day? I guess mostly I feel
very good; the main problem I have is sleeping. I’m on tamoxifen and some 
times I get a bit knackered, so that has some impact on my work in terms of my 
availability. I don’t feel it impairs me hugely and I do occasionally take 
sleeping tablets if I need to top myself up during the week; if I feel like I’m 
really dragging myself along.
So that’s something I have to monitor in terms of ongoing and set work I’m 
doing, because I got a bit gung-ho and I take on bits of work and (laughs) I 
started to think Ooh, is that OK?, I think it’s OK, but we need to keep an eye on 
that.
I suppose the most recent thing in terms of impact on client work was when I 
stopped wearing my wig, because I had a wig throughout, when I had, yeah. 
That’s been a major whole piece of work in itself, the changing of appearance, 
and so just recently, I probably stopped wearing my wig a couple of months 
ago. So for my existing clients who knew about my diagnosis and who knew 
about my cancer, have come through the treatment with me. To them, it was 
another change of appearance in terms of how that affected them.
I mean it was interesting. Most clients said, “I really like it, it really suits you”.
I So, did you just take your wig off when you got some hair?
P I waited until I had quite a, about an inch of hair (I: And off it came). Well it
didn’t off it came I forewarned everybody that I was going to be stopping 
wearing my wig and I did that about two, three weeks before I was planning on 
doing it, so that they didn’t just come in and go (Laughs) So they could be a bit
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prepared and so that they could be a bit prepared about how that might be and 
how that might affect them, to look at what that might stir up for folk, and then
reminded them a week before that, the next week, I would be looking different.
I think what was trickier was that I had some clients who were new, who didn’t 
know about my diagnosis. And it’s like, “OK, so am I going to have to say to 
them. I’m wearing a wig and this is why,” and so with most clients I did do a 
bit of explanation also that what it bought up for them because they didn’t 
know I had been ill.
I So this was post the event,
P Post the event yeah. But I was also doing some short term work as well and so
for those clients I just kept wearing my wig and so I kept on wearing my wig 
for that one until I came to the end of the contract because I knew there was not 
enough time to get into working around the transferential stuff.
So, it’s just having to think of these things all the time. It’s not as
straightforward as “Oh I feel ready and I’m going to take off my wig now”.
I There was some planning.
P Yeah, and it got quite ridiculous because there were some clients I hadn’t been
able to tell because they had been away and. So I had to put it in my diary, 
“Wear your wig on this day and not wear it on that day,” so it was one more 
thing to think about and complicated.
I Did you work throughout your treatment?
P I did yes.
I So I guess a major thing in the therapy room is your appearance and when you
go into chemotherapy, it’s not particularly nice and I wondered how you 
managed that and your treatment. How did that impact your work?
P Well, I kind of intended to carry on working as much as I could and told my
clients, “There may be times, I don’t know how I’m going to feel, there may be 
times I have to cancel at short notice,” and just to kind of forewarn them of that, 
but my intention was to do as much as I could.
I mean, obviously when I had my Op, I was off for a couple of weeks after that. 
During the chemo, I wasn’t actually too bad on the chemo and I timed it so that 
I would have it at the end of the week and I would have the weekend. So I had 
chemo on Thursday and then I had a bit of time and then usually by Monday I
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was feeling OK again.
But there were occasions where during it, I’d come in. I had come into work 
and had felt OK and then Not felt OK, and one time where I had someone 
coming in 15 minutes and I had to get on the mobile and say, “I can’t see you 
now”.
So, it sounds as though you worked all through, your still working, and there 
has been lots of different changes all the way through, for you in terms of 
what’s been going on in your body and you’ve been guided by that (P: Yes) and 
the hair was also something, it sounds as if there was some sort of tactical 
employment there.
But the one thing I’m interested, is the fact you disclosed what was happening 
to your current clients, at the time (P: Yes) So, how was that?
For me, and obviously I talked it through with my supervisors that to me and 
the way I work, I work highly relationally, I couldn’t see how you would do it 
any other way, or I would do it any other way. I know there are reasons for 
doing it because it makes you very fickle in the way you work, but I couldn’t 
see whether I was going to be taking off long periods of time (I: you didn’t 
know what to expect.) Exactly, and I was going to be changing in appearance 
but to not say anything and just disappear or reappear looking different. I didn’t 
quite see any other way to do it really and also for me it felt difficult.
I mean, I had been diagnosed but I wanted to have the dates through for my 
operation, before I started telling clients so I had something definite to tell them 
in terms of the timescale.
So for a couple of weeks I knew. But I decided I wasn’t going to tell my clients 
until I had that more information.
And it felt horrible, I felt awful. Because clients would pop in and, “How are 
you?”, you’d go, “Fine”, and carry on and actually that was one of the things I 
found the most difficult was sitting and thinking “Well I’m not fine” and,.
How much do you tell them as well (P: yeah), did you consider that or did you 
just tell them everything,.
No, Absolutely I considered that and again I talked about it a lot in supervision 
of kind of how much and how little and also it would depend on the client, no 
having said that, I think most of them I said that
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I That was a factor though.
P Oh absolutely, yeah, yeah, yeah
I What did that depend on?
P Some of it was about. Clients who were likely to go into ‘Looking-after-you’ 
mode or kind of into, but also other clients and particularly one client who has 
got a borderline process, but is very hyperaware and she’s actually somebody 
who,, actually she said to me afterwards, “I really benefited from you being 
really honest with me. I liked that you kept me informed of what was 
happening”. And that helped me because I knew rather than I had this gap to
project into and worry about and also if I come in work with her and she goes
“How are you” and I say, “I’m fine”, and “I’m tired”, she’s onto me anyway,
so “I’m a bit tired today but I’m absolutely fine to work here”, I did make it a 
thing that if I am here then I’m fine and it is OK to work with you. I’m well 
enough to work with you. So, if I’m here its that I am well enough to work 
here.
I So was that enough would you say?
P Yeah. Well you have to revisit it all the time.
I Was it just with that one client, the fact that you were keeping her informed,
that it came into the work basically. Was it discussed like that with other 
clients?
P To a certain level I discussed it like that with all my clients,
I So, it was really in the room.
P It was very in the room, it was really in the room, and obviously dealing with
everybody’s different reactions to that.
I Because the two things that you say there. That, one, they go into this wanting
to look after you, or, if they don’t know, they start to fantasize about what’s 
going on (P: Yeah), so that you have to have those two covered,,
P Yeah, I think it’s a really tricky, for me and in how I work and the working
relationship, I would be veering down the end of more self disclosure than for 
other modalities so I probably would have said more than other people would 
have said.
I So, in terms of your model then, it’s relational, (P: Yeah), could you say a bit
more about that?
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p Well I’m integrative and Gestalt and my main thing with Gestalt that I like is 
working dialogically as dialogic relationship.
So that’s always a big focus on the work. But I think, yeah, there’s always the 
risk of you make yourself so much, you make yourself so figurai in the work 
that it’s All about you or a lot about you,
I How do you negotiate that?
P Yeah, Well it’s tricky and you have to all the time kind of negotiate it. “Is this
getting in the way”, “Is it not getting in the way”, we have to look, to revisit it 
all the time in terms of the relationship. “How is this impacting you?”. What’s 
it like today”, it bought things up for loads of people 
It felt like it really stuck the gas under the work for most of the client.
I Could you elaborate on that?
P Em, well I suppose. I’m thinking about one client in particular who had a big
big issue about having to look after women (I: ah), and when I wanted to go 
straight he absolutely just didn’t want to have a session, just wanted to look 
after me, and actually I’m saying “But I don’t want you to do that. I’m not. I’m 
well supported, I don’t need you to do that and actually I don’t want you to do 
that”, and he was trying to give me something that I didn’t want and its about 
his needs So, obviously, that went straight to the heart of the issue.
I So you were able to use that therapeutically, in a way,
P Absolutely, It really caused a major shift in the work in that we really started to
unpick the transference aspect a bit more and actually he made these 
assumptions about what women wanted to do, and I was saying “Well I don’t 
want that in fact that’s really not what I want from you right now”.
And of course, interesting, a couple of months later his mother was diagnosed 
with breast cancer.
Oh, that was the other thing, cancer, cancer, cancer everywhere (I: It does 
happen like that). Doesn’t it just. It’s just like, “oh here we go” (Laughs), it was 
everywhere.
And for other clients it brought more up about kind of; abandonment and loss 
and “Are you going to die on me”, and “Are you going to leave me”, anger; It 
caused quite a lot of that towards the end of my treatment. “How dare you be 
sick when I need you ” (Pause).
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I How did you handle that, did you bring it back into the work or?,
P Oh, yeah, yeah, yeah, absolutely (I: everything was brought back into the
work), yeah absolutely, and, (pause) I think when you are feeling a bit 
vulnerable yourself, it’s how to kind of hold that and to work with “Oh I 
understand your sick right now and you feel like an angry child but, actually 
therapeutically this is really good for this person because they don’t do anger” 
on the other hand its like don’t be mean to me when I’m not w ell..
I Yes, there is two things going on isn’t there and you are working
therapeutically with the client in the process, but also standing back and being 
your own internal supervisor, “How do I feel with this” (P: yes that’s right), I 
wondered how that manifest itself, were you, and you say you took it to 
supervision. What were some of the thoughts that would go through your mind, 
or was there a time that you did struggle, or, was it an easy process?
P No, no, well, I feel more through it, it’s not over but you feel like you have
been through the worst of it. And looking back at it now, as it often is, with 
hindsight you think, ’’Well, that was actually really hard work”.
I Yeah because you were dealing with your own health issues at the same time.
P Exactly, So at the same time you were managing the transferential issues
around it,,
I Even though you were doing your work and using it therapeutically you also
had yourself to look after (P: yes that’s right), and I wondered about that.
P Well, a very wise friend of mine who is also a therapist. I mean I was talking it
through with lots of people in terms of where I was and how I was feeling in 
my work so I got a lot of support, not just from my supervisors, but from other 
colleagues and friends.
And he said a very wise thing to me, he said “You might feel well enough to 
work, but do you feel well enough to deal with the transference”. And it was 
like. Oh, that’s a really good way to look at it because actually, I might feel 
well enough to come in physically and be here and do a session with you, but
actually, I might get a bit of a battering and am I well enough for that today,
I Because of course it would affect you emotionally as well as physically
P Absolutely, absolutely. So it was thinking at almost two levels of wellness,
physically, am I feeling well enough to do this today, am I alert enough, am I
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too tired. So actually, emotionally am I also well enough today, am I robust 
enough today that if somebody comes in and wants to give me a real kicking, 
am I going to be able to handle that without (I: and still contain that), that’s 
right, without wanting to kick them back or burst into tears (laughs) so it was 
always having to look at it on those different levels I think.
I So, when you say you had to look at it on those different levels. What was the
process that you had, would you say?
P I think I had to do a little checking in with myself every morning actually when
I got up, because it’s like, “OK I might be intending to work tomorrow. But I 
don’t know until I get up in the morning exactly how I’m going to be feeling, 
whether I am going to be feeling dog tired or whether I’m going to be feeling 
flat or whatever so. It was almost like running a little health check in the 
morning like physically, how am I at, but also,, (I: a sort of body scan). Yeah, a 
body scan, “How are things, yeah, OK, How do you feel, do you feel robust
today, is a day when you feel. Do you know what today. I’m going to cancel
and stay at home” And just tend to me.
I How did that feel, that you might have to cancel clients on the day?
P Actually, it felt OK, if that’s OK, because it’s what I needed to do and it
wouldn’t have been good for them or good for me to make myself work on a 
day when I wasn’t able to either physically or emotionally. So actually, I felt 
that was like part of it. I’m just going to have to take it day by day and give 
myself permission to take it day by day and if I need to cancel, I cancel and if I 
don’t, I don’t. So, actually I didn’t feel hugely guilty about that. Obviously if it 
ever comes into the work, so if people are needing to see you and that’s the 
week when you cancel and the anger (I: of you not being there for them). That’s 
right and they might have had a really shit week and they’re really wanting to 
see you and you’re ringing up saying I can’t do it today and again, it’s more 
work to deal with.
So, it’s almost ironic actually that looking after yourself, that creates quite 
difficult work for you to work with the client which (laughs) requires you to be 
more robust.
I So, it made the work harder in a way.
P Yes it did, it did, but it also made the work incredibly rewarding I think. It was
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harder but it was really cutting to the chase on a lot of things, so in some ways 
it was brilliant for the work and sometimes the fact that it was brilliant for the 
work meant that it was actually much harder for me.
I I suppose what I’m thinking when you say that was your own personal
development then that almost feels to me something for your own personal 
development,
P Oh, God yeah, huge
I Which I guess is a positive outcome in a way.
P Hugely, I think there has been some amazing stuff has come out of it. I mean.
I’d rather not have the cancer thank you very much but absolutely. I’ve had
huge learning from it back in therapy. And a real impact for me has been about
control and energy and how limited our control is about things and how we can 
spend or I can spend a lot of time trying to control things that you really can’t 
control. And finding that initially incredibly scary and actually now finding it 
incredibly freeing actually. And in the work, it’s freeing in the work as well. 
Like “I don’t have to control this, we are just going”.
I So, it sounds like, when you were going through your treatment and now,
you’ve had the same clients that you shared the information with them, you’ve 
worked throughout. Did you take on any new clients or did you just carry on 
with what you’d had?
P While I was having treatment, yeah, I didn’t take on any new clients, so
actually my client load was going down over the period that I had treatment 
although I wouldn’t do that (I: so you didn’t take on any more). Yeah I didn’t 
think that was fair to take people on in that situation so I just stuck with my 
existing clients and didn’t take on any new ones and of course I had some 
ending. But I would say that I know that I lost clients because of it. I lost clients 
because of it and supervisees because of my illness.
I Would you like to talk about that?
P Yeah, yeah I’m fine to talk about that.
Initially, quite early on after I had been diagnosed, I had a supervisee. We’d 
kind of been talking about him ending with me because he was starting new 
Jungian training and he was getting a new supervisor but it was definitely 
precipitated by me becoming ill and he was going up front to talk about it as
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well because he was having his own Jungian analysis at the time working with 
a lot of very early issues and he has always been the caretaker for his mum who 
had long term issues with alcohol and he’d always been looking after mum and 
he said, I’m at this stage where I need looking after and it’s like I can’t , (I: you 
can’t do that) I don’t want you to look after me but I can’t, I need somebody 
who’s ?
I So I suppose that’s coming from a professional viewpoint for him then was 
about that.
P Yeah, Where he was at on his therapeutic journey it was like, “No, I want to be
really selfish”.
I At least he was aware of that.
P Oh yeah, absolutely. No, he was great to work with because he was really
aware of the same process.
Yeah and I was sorry to see him go but it was like “No, I get that and 
understand that ” and I think we would have had to do so much work in the 
sessions on what was going on in the relationship that you can’t his clients 
wouldn’t have had a look in so because it was a supervisory relationship and 
quite early, the client that I had only just started working with. I’d only seen her 
for a few sessions and I thought I think she will go because we didn’t really 
have an established working alliance and again her issue was about looking 
after everybody and she was looking after her mum, I get quite a lot of clients 
who have a big thing about looking after people. Nothing to do with that being 
an issue with me of course (Laughs).
I In a way, it’s interesting isn’t it that, that’s what they were bringing and that’s
what was talked about in the relationship
P Absolutely, it’s like, “Here we go”. (Laughs).
I It’s quite fortuitous in a way
P Yeah, So those two were early on in the process and there were two clients and
a supervisee who ended with me and that was right towards the end of my 
treatment, probably about the last week.
And that was really difficult actually because I had three of them who did it
quite close together over the space of a couple of weeks and that was really
hard
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I So, How did you reflect on that? (Pause) Hard in what way?
P Hurtful, Painful, Hard, Difficult.
I Did you take it personally?
P Yeah, With all cos on one level it was with the two clients, one of them. Her
Mother just got diagnosed with cancer and it stirred up incredible transferential 
stuff for her. She was very angry with her Mum but she couldn’t be angry with 
her Mum so she was very angry with me and at times she could be aware of that 
saying no I’m? making you the bad Mum, but other times she just had to come 
in and rant and rave at me and actually accused me of being unprofessional and 
I shouldn’t have worked through my illness and I should have taken the time 
off (Laughs) and it was a very sore point.
I So did that make you think about that?
P It did make me question it absolutely it made me question it. But again, I used
the supervision a lot and colleagues a lot.
I You say you used supervision a lot, what would be talked about there, was it a
more supportive thing or was it, or how do you negotiate that. What happened 
in supervision?
P I found supervision incredibly supportive and incredibly helpful and if I needed
extra stuff I would call up and get it, but I did feel very supported and for me, I 
thought I need to question this all the way through. I decided this. I do need to 
question, “Have I made the right decision?. Am I just battling through it” (I: 
Am I looking after myself. Am I doing self care). Absolutely (I: So a constant 
revisiting). Absolutely, that needed to be revisited all the time. Because I could 
have just got in a mind set about what I’m going to do, I could have said I’m 
going to carry on regardless. You can’t always see when you’re in it can you.
I Yeah, So I guess when people were dropping out or this lady was saying you
were being under-professional that would have gone back to supervision. You 
know, “Am I”.
P Absolutely, (I: “Have I lost the plot. Am I being unprofessional?”). Yeah,
“Should I”, “Is she right”.
But actually, I do really feel I made the right decision and I think if I had taken 
six months off and sat at home and twiddled my thumbs. I’d have gone nuts. So 
I know that actually working was supportive of me. But it was having to review
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that balance all the time. “OK, is it supportive of me but is it damaging my 
client, Is it supportive of me or is it damaging me”, I just think that needed to be
constantly, constantly reviewed all the time. And then there is “Have I made
some god awful mistake here?”, I don’t think I did.
I So, that sounds like it was getting into the work ethically, fitness to practice.
P Yeah, absolutely.
And the other client that left around about the same time. Her best friend had 
breast cancer and she was about a year ahead of me and she had just found out 
that it had metastasized to her bones and my hearts going, “I cannot talk to you 
about this, it’s just too cruel.”
I I suppose that’s when the disclosure, now they know and that’s an issue they
want to talk about, it almost stops them from exploring it in a way.
P That’s right, you know, that is the disadvantage of it (pause),
I So she was really looking after you there.
P Oh absolutely she was really (I: and decided to maybe go somewhere else)
Yeah stop, just stop. But she had also been trying to stop for a long time. 
(Laughs) this was a theme that used to come around regularly about how much 
she could allow herself to be supported by me.
And then the supervisee that left about the same time was about, “I just get over
that I need to look after you,” and it’s like “You don’t”, and “I cannot get over
it, I cannot get over it and I think I need to go”.
I I would have thought that that sounds like the biggest issue that came up.
P Yeah, I mean, quite a few clients would say about “I feel what I have got to talk
about is really trivial.
I Yeah, another way of looking after you. So we have been talking about the
actual process of therapy and what comes into the work, I just wondered if there 
was anything, you talked very briefly about the change of appearance and I was 
just wondering about the body in the room, your body in the room and just 
wondering if you had any thoughts or reflections about that. Say for example; if 
you are in a session and there is something going on in your body. How was 
that? Or, did it never arise?
P In terms of something ill going on?
I Yeah, I mean sometimes you can start to feel ill just sitting with the client. I
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wondered that if it ever happened. What was your process?
P Do you know it never did?
I can’t think of a time when I was actually in a session where I suddenly started 
to feel ill. That’s interesting isn’t it?
As I say, I had it very shortly before somebody coming and having to head 
them off at the pass but not during. No, I never felt like I was having to struggle
with anything going on. Other than of course towards the end of the chemo, just
levels of tiredness.
I So, were you aware of that in the session?
P Yes, being slightly more (I: Yeah, not so resilient). But again it would it was,
“Am I present enough to do this”.
I It sounds as though the decision-making was done before the session took
place. (P: Yes, probably) so you had made up your mind to into the session.
P Yes, I don’t think I ever went into a session feeling not well enough to do it.
But if it happened it would have happened, thinking about it now, if I was 
feeling really ill, again, would have to be, “OK, is it OK for me to just kind of 
bracket this, or actually do I go, “I need to stop the session”, (I: so you never 
got to that). No, I never got to that, but it’s interesting.
I I’m interested in the bodily things that happen in people when they are in a
session, like for me, if I wore a wig sometimes on a very hot day. I’d be 
wanting to just rip this wig off (laughs), and so that would pass through my 
mind in a session or I’d sometimes wonder about what the other would be 
thinking about the fact that I looked completely different to the way I looked 
two weeks ago, and that used to come in my mind, what the client was thinking 
and I was wondering if anything like that cropped up for you?
P Well, you might have actually, (coughs) after I had my chemo, well I went
straight into menopause, so, hot flushes actually, (I: yeah, that type of thing).
So, if I could feel myself getting really hot and I would need to jus fan myself 
to cool myself down so I would say, “I’m just having a moment here, I just 
need to cool myself down a bit”, and then I would be “What’s it like for you 
that I’m having to do this (laughs) and again with changing the hair and the 
wig, it’s like, so, what is it like that I look so different”. A lot of the clients 
came in and started talking about it anyway.
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That for some actually, which is interesting that, “You didn’t say anything”, 
and I think that is really interesting (I: really). So when I came in without my 
wig on, I had one client I had been working with for a long time. And she came 
in, and she looked, and she sat and never said a word about it, and I thought, 
“OK, that’s interesting”, and I didn’t say anything during that session. With the 
next session, I said, “I’m really interested that you didn’t say anything”, and she 
said, “I really wanted to but then I thought, maybe, what if things aren’t going 
well with you, what if your treatment is not going well and maybe I shouldn’t 
say and da, da, da”, I said, “Oh OK, Do you want to ask me, do you want to 
find out about that?, which she did and I said, “I’m doing really well. I’m doing 
fine and actually, it’s fine to ask me things”. I think that was giving clients 
permission to say, look check it out. Of course they are not always going to do 
that but to give that permission that it is OK to ask. If it is something, I am not 
comfortable going there. I’ll say but mostly. I’m fine for you to come and check 
it with me rather than just run with (I: yeah, just ignoring it). Yeah.
I So, everything was quite explicit really,
P Yeah, pretty much, pretty much.
I Well you’ve told me a lot
P OK (Laughs) (Pause).
I I guess because you are working and you have got a supervisee, you are not in
any personal therapy of your own.
P I have been, I went back into therapy in December.
I So, you weren’t having personal therapy during.
P No. I really kind of didn’t want to during. It felt like being in kind of survival
mode just wanted to kind of„„ but it was afterwards I felt, “OK”, (Long pause).
I I think you said what was most helpful and what was most difficult and what
was most useful, I just wondered if there was anything you can reflect on now 
that there was anything you regretted about it or managed it?
P I think I would (I: in other words, how would you have done it differently?).
Yeah, I think what I would have done differently is to do even more checking 
with the client about how they were finding it, and what’s going on for them, I 
think I did quite a lot. But I didn’t do enough.
That having addressed things once or twice I might get into “Oh well they’re
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alright, da, da, da, and actually there was still a lot going on so maybe to do 
some more checking throughout, even if it wasn’t raising itself in a way, just 
kind of like “How are you doing with me “. I would have done it more.
I Because I heard you say earlier that there was this balance that had to be struck
and I guess, you were trying to do your balance (P: Yeah), like a balancing act 
and that maybe in hindsight you probably would have done a bit more,
P I would have done a bit more of that. Yeah. But that’s about it really,,
I But what makes you say that?
P Because I felt that with some clients, there was a lot going on that they weren’t
talking about that they weren’t being explicit about, and then it would come out 
in a woop!
I So, for example the client that got angry with you, (P: yeah) not enough,
P For her, I should have definitely done more checking with her.
And again that was very much part of the work, was that she could present in a 
very together (I: and you got seduced a bit), I got seduced a bit. Yeah. And then 
this little raging child (Laughs) and Oh god yes, “You are not feeling like this 
you’re feeling like this” and I got seduced into that, we are adults here and it’s 
all fine, (I: interesting), and its (I: some people are much better at doing that 
than others). She’s really skilled at it, really good at it, and I got caught in that 
I It sounds like that was a complete transferential acting out of
P (Laughs), It so was, (laughs)
I But then that, as a therapist kind of helps you to learn what you need to do next
time about how powerful the transferential relationship can be.
P Oh, God yeah, and how, and how. Yeah, yeah, yeah it definitely teach me more
about transference
I So although it wasn’t great, it wasn’t a great experience it sounds as though you
are saying “I’ve learnt from that”.
P I’ve learnt hugely from it (I; How much you really need to have to understand
the transferential relationship). Yeah I think that’s. Yeah you’ve put your finger 
on it really. I think it was attending a little more to the transference.
It was kind of like, it was there and it was very clear.
What I really noticed when I initially told clients was, who, the clients who I 
had been working with for a long long time had a kind of like person-to-person
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response. The ones who were new went fiilly transferential and it was like “Oh, 
that’s really interesting”. I can see that difference straight away and I think for 
me, maybe it was needing to attend to the transference just a little bit more with 
certain clients, that’s what I would do differently.
I So, If you are thinking about the therapeutic relationship, you’ve thought about 
the person-to-person and if we think about Clark’s model. Would you say that 
any kind of developmental work, you were doing or reparative work you may 
have been doing; Did that come into it at all or?
P I think it did (I: in a positive way.) Oh yeah, yeah.
I think for some clients who were able to work through the transference in 
terms of actually, “It’s alright not to look after me, I am being looked after,” It 
was a struggle, but actually it was a relief to, that actually, “You can be 
supported by me, you don’t , and I’m not going to chastise you”,,
I So, It was a helpful thing, that then.
P Definitely, yeah
I As you say, it was the meat and bones of the work in a way, that you were able
to use that
P Yeah, and for some clients we were able to hang in together, to get through the
transferential bit and if we were to go into, actually, it really changed the 
relationship; it really took it into a different level. And then for other clients it 
just got so transferential,
I So when she blew up at you, that one that you lost, it was all about her mother
and the developmental part couldn’t really take place (P: No), no.
P That s just because (I; She couldn’t go beyond that). No. (I: But you understood
that), yeah.
Interestingly, she’s only just come back to working with me again (I: 
Interesting), She said when she left that she probably would and she went off to 
another therapist (I: It was too much). It was too much and actually for me, I 
got to the point where I thought I wanted to fight for her to stay with me, I 
thought, maybe she needs to go, maybe she needs for me to let her go.
I Which was probably good for your relationship really in the long run.
P I think it was, and now, she’s come back.
I It kind of says it really, doesn’t it.
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Is there anything else you wanted to add because I think we’ve really covered 
everything.
Is there anything you want to add or ask me 
P It’s interesting. When I read about the research and I read about you and I read
that you’d worked through yours. And I felt there was something about that, 
that felt reassuring.
So I think there is a little part of me that still tussles a bit with, even though I 
said, I think it’s fine what I did is fine, but I think that is part of the reason why 
I really wanted to meet you. It was look, “Oh, somebody else who worked 
through it, and I do know somebody else who’s worked through it as well”, so.
I It’s interesting because I interviewed somebody else who had a cancer
diagnosis and she worked through it and she more or less did an identical thing 
to you. At the very end of the thing she wanted to know about that. That was a 
curiosity. That is so interesting isn’t it.
So, would you like me to tell you a little bit about my experience?
P Yes, if you are OK to do that
I I am quite happy to tell you about my experience but from the point of the
interview. I’ll turn the tape off as we are done,
P Yes, we’re done, absolutely, that’s fine.
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